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Abstract

Objective. Smoking prevalence is highest among the young adult cohort. Post-

secondary students are no exception. Although many students intend to quit smoking, no

research has established what methods best promote reductions in, or complete

abstinence from smoking. This randomized controlled trial examined the effectiveness of

three self-help smoking cessation interventions.

Method. On six post-secondary campuses, 483 smokers who voluntarily accessed

Leave The Pack Behind (a tobacco control initiative) were randomly assigned to one of

three smoking cessation interventions: One Step At A Time (a 2-booklet, *gold standard'

program for adults); Smoke|Quit (a newly-developed 2-booklet program for young adult

students); and usual care (a 'Quit Kit' containing a booklet on stress management,

information about pharmacological quitting aides and novelty items). All participants

also received one proactive telephone support call from a peer counsellor.

During the study, 85 participants withdrew. The final sample of216 students who

completed baseline questionnaires and 12-week follow-up telephone interviews was

representative of the initial sample in terms of demographic characteristics, and smoking-

quitting-related variables.

Results. Whether participants quit smoking depended upon treatment condition,

^ (2, N=2\6) = 6.34, p = .04, with Smoke|Quit producing more successfijl quitters

(18.4%) than One Step At A Time (4.5%) or the Quit Kit (1 1.4%). On average,

participants had quit 53.46 days, with no significant difference across treatments. Self-

efficacy also increased. Use ofthe intervention or other quitting aides was not associated

with treatment condition.





Among the 191 participants who did not quit smoking, treatment condition did

not influence outcomes. Overall, 46.2% had made a quit attempt. Significant decreases in

weekly tobacco consumption and increases in self-efficacy to resist smoking were

observed from baseline to follow-up.

Conclusion. Post-secondary institutions represent a potentially final opportunity

for age-targeted interventions. Self-help resources tailored to students' social and

contextual characteristics will have considerable more impact than stage-only tailored

interventions. Both reduction and abstinence outcomes should be emphasized to

positively support students to stop smoking.
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CHAPTER ONE: INTRODUCTION

Smoking has been identified as the single most preventable cause of mortality

(Health Canada, 2000). Worldwide, there are an estimated 4 million deaths caused by

smoking each year (United Nations, 2000). While there has been a decline in smoking

prevalence among all age groups, young adults now hold the distinction ofhaving the

highest proportion of smokers of all age groups. Among the general population in 2001,

34% ofyoung Canadians 20-24 years old reported smoking regularly or occasionally

(Health Canada, 2001). Studies examining post-secondary students have found that up to

40% of students smoke at least occasionally and up to 19% of student smokers report that

they began smoking after arriving on campus (Adlaf, Gliksman, Demers, Newton-Taylor,

2003; Emmons, Wechsler, Dowdall & Abraham, 1998; Everett et al., 1999; Fiore et al.,

1993; Wechsler, Rigotti, Gledhill-Hoyt & Lee, 1998).

In the literature and in programming, the distinction has been made between

adolescents (under the age of 1 8) and adults (over 1 8 years). Unfortunately, little attempt

has has been made to look at the cohort ofyoung adults, and few post-secondaiy

institutions have cessation programs available or supportive policies for smoke-free

environments (Wechsler, Kelley, Seibring, Kuo & Rigotti, 2001; Willcox, 1997).

Taking into consideration that one-third of all Canadians pursue post-secondary

education, and that approximately 40% of these post-secondary students smoke (Caimey

& Lawrance, 2002; Everett et al., 1999; Fiore et al., 1993; Wechsler et al., 1998), this

deficit in research and programming is particularly disconcerting. This group represents a

significant portion of the population with which to intervene around smoking. The time

that students spend enrolled in post-secondary education represents a transitional period
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in their lives, where the chances of altering their smoking behaviours may be enhanced

(Breslau & Peterson, 1996; Rose, Chassin, Presson & Sherman, 1996). Therefore,

smoking cessation strategies that reach a wide audience and assist smokers to quit are

needed on post-secondary campuses (DeBemardo, Aldinger, Dawood, Hanson, Lee, &

Rinaldi, 1999; Everett et al., 1999; Jackson & Weinstein, 1997). The preferences of this

population for self-directed, independent options for smoking cessation are known (Black

& Babrow, 1991; Hines, 1996; DeBemardo et al., 1999; Travis & Lawrance, 2002), yet

there has been no further research into effective methods of smoking cessation for post-

secondary students.

In response to this need, a randomized controlled trial was conducted on six post-

secondary campuses in Ontario to examine the effectiveness of three self-administered

interventions at assisting post-secondary students to quit or reduce smoking. The

interventions to be evaluated are commonly disseminated in Canada, and more

specifically with Leave The Pack Behind, a comprehensive tobacco control program for

post-secondary students currently being implemented on twelve campuses in Ontario.

The first intervention is the Canadian Cancer Society's, "One Step At A Time," a stage-

based resource. This two-booklet intervention is widely considered to be the gold-

standard of self-help interventions for adults. The second intervention is a "Quit Kit"

which is a compilation of educational smoking cessation-related materials and novelty

items. This is a common approach typically used with adolescents. The third intervention,

"SmokelQuif is one that was modelled on the One Step At A Time program. The two-

booklet program is written to address age-related, social and contextual factors that

contribute to behaviour change and may influence cessation and reduction. An outcome
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evaluation of these three interventions is needed for two main reasons. Primarily, they are

disseminated in the community, and have not been evaluated in a systematic and rigorous

fashion. Second, there is evidence to support behavioural processes using the theoretical

model "Stages of Change," however little research has examined the role of age-related,

contextual and social characteristics in facilitating and stimulating a reduction or

abstinence from smoking among post-secondary students. Therefore, this study will

contribute to a greater understanding of the role that age-tailored interventions may play

in facilitating behaviour change. It will also contribute to the research and practical

implications for smoking cessation programming to young adult students.
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CHAPTER TWO: LITERATURE REVIEW

Review ofthe Scientific Literature

Tobacco Use and Its Consequences

Tobacco Use In Canada

Prevalence. It is estimated that 5.7 milHon Canadians, approximately 23% of the

population over the age of 15 years, are daily or occasional smokers (Health Canada,

2001). This represents the lowest overall prevalence since regular monitoring of smoking

began in 1965, and is attributable to reduced prevalence in all age groups. However,

while this decline in the prevalence of smoking is encouraging and demonstrates that

tobacco control efforts are having an impact upon the population, young adults now hold

the dubious distinction of having the highest smoking rates of all age groups. Among

young Canadians, 20-24 years, prevalence rates now stand at 34% (Health Canada,

2001). An even greater proportion (up to 40%) of those enrolled in post-secondary

education report tobacco use (Adlaf et al., 2003; Emmons et al., 1998; Everett et al.,

1999; Fiore et al., 1993; Wechsler et al., 1998).

Consequences ofTobacco Use

Health issues. Smoking has been identified as the single most preventable cause

of mortality (Health Canada, 1999). Worldwide, there are an estimated 4 million deaths

caused by smoking each year (United Nations, 2000). Projections indicate that smoking

will cause 450 million premature deaths in the next 50 years - 1 70 million ofwhich could

be avoided if current smoking rates were cut in half (Peto, Lopez, Boreham, Thun, &

Heath, 1994). In Canada, tobacco use is the number one preventable public health

problem society faces: the personal and economic costs oftobacco use are nothing less
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than catastrophic. In 1992, tobacco-related causes ofdeath accounted for 17% of total

morality, 16% of potential life lost, 6% of all hospitalizations and 7% of all hospital days

in Canada (Single, Robson, Xie & Rehm, 1998). Recent estimates indicate that each year

tobacco accounts for almost half a million years of lost life (Single et al., 1998). The

quality of life of smokers and non-smokers who are exposed to second-hand smoke is

greatly compromised from tobacco use or exposure. Tobacco causes more cancer than all

other carcinogens combined, and smokers also fall prey to other life-affecting illnesses

such as chronic respiratory and cardiovascular diseases, osteoporosis, periodontal

diseases and teenage depression and suicide (CDC, 2002; Tengs & Osgood, 2001).

Economic impact. In addition to the morbidity and morality resulting from

smoking, the economic burden associated with smoking is substantial (Halpem, Shikiar,

Rentz & Khan, 2001). Nationv^dde, tobacco accounts for more than one-half (51 .8%) of

the total substance abuse costs incurred by Canadians (Single et al., 1998). Another $6.82

billion - $2.6 billion in Ontario alone - is attributable to lost productivity due to the

premature death of smokers (Expert Panel on Renewal ofOTS, 2000; Halpem et al.,

2001; Single et al., 1998). Each year in Ontario, tobacco kills 12,000 people, leads to 1

million hospital days, and costs $1.1 billion in health care expenditures (Expert Panel on

Renewal of OTS, 2000). Beyond this are costs employers incur for smoking employees,

including medical care costs (Penner & Penner, 1990), and the impact of absenteeism and

reduced productivity (MacKenzie, Bartecci & Schrier, 1 994).

Needfor Tobacco Control

According to the Expert Panel on the Renewal of the Ontario Tobacco Strategy

(2000), in order for the tobacco disaster to be abated, action is needed in many areas -
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tobacco pricing, public education, retail controls, smoke-free spaces and supports for

smoking cessation. With government expenditures on tobacco control programs and

research, totalling only $48.0 million (Single et al., 1998), much still needs to be done to

reduce the burden of tobacco use. Furthermore, despite the enormous economic toll

(Halpem et al., 2001) and the gradual decrease in tobacco use among adolescents and

adults (Health Canada, 2001), progress for reducing smoking rates for young adults has

been sporadic and non-specific to this target population. For example, although one-third

ofyoung adult Canadians now pursue post-secondary education, few college or

university campuses have policies or programs to support smoking cessation (Wechsler et

al., 2001 ; Willcox, 1997). In fact, many campuses have environments that are conducive

to smoking (Martinelli, 1999; Schneider & Morris, 1991; Wechsler, Lee & Rigotti,

2001). This is extremely unfortunate, especially when one considers that young

adulthood provides an ideal time at which to promote positive lifestyles (DeBemardo et

al., 1999; Martinelli, 1999). Specifically, because time spent in post-secondary education

is a transitional period in young adults' lives, they may be more open to change (Black &

Babrow, 1991; Breslau & Peterson, 1996; DeBemardo et al., 1999; Martinelli, 1999;

Rose et al, 1996; Willcox, 1997). Furthermore, post-secondary institutions have an

explicit obligation to shape healthy citizens and thus may be open to the idea of tobacco

control programs and policies (DeBemardo et al., 1999; Jackson & Weinstein, 1997;

Majchrzak, Park & Rigotti, 2002).

Overall, young adult smokers and particularly those in post-secondary educational

settings, represent a large and relatively homogenous group at which tobacco control

programming should be directed. Accordingly, in this literature review, I will further
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delineate why young adults should be the target oftobacco control efforts in general, and

smoking cessation strategies in particular. Specific smoking cessation approaches will

also be reviewed with the aim of describing their suitability for a young adult cohort.

Within this discussion, consideration will be given to how population-based health

promotion and the Transtheoretical Model of Change have influenced the design and

delivery of smoking cessation programs and services. To conclude, methods for assessing

smoking cessation and abstinence will be considered. Having established the

appropriateness of self-help strategies for young adults, and procedures for evaluating

their outcomes, the goal of this study will be to assess the effectiveness of a new smoking

cessation program designed specifically for post-secondary smokers.

Promoting Smoking Cessation Among Young Adults

Evidence ofNeedfor Smoking Cessation on Post-Secondary Campuses

With one third of high-school students entering the post-secondary education

system, post-secondary students represent a substantial proportion ofthe 19 to 24 year

old cohort (Wechsler et al., 2001). Considered by many to be the next generation of

social and political leaders in society there are strong reasons for directing tobacco

control initiatives at young adults (Jackson & Weinstein, 1997).

First, it is apparent that there continues to be a high level of social acceptance of

smoking among post-secondary students (Hines, Fretz & Nollen, 1998). Although the

vast majority of smokers initiate smoking behaviour during the adolescent years, 10% of

adult smokers report that they began smoking after the age of 18 (Health Canada, 1999;

Ontario Tobacco Research Unit, 1 999). Among post-secondary students, recent research
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has found that at least one in ten college students smokes thekfirst cigarette after arriving

(Caimey & Lawrance, 2002; Wechsler et al., 1998), and a similar proportion intend to

start smoking (DeBemardo et al., 1999). All told, up to 40% of post-secondary students

smoke at least occasionally and up to 19% of student smokers report that they began or

returned to smoking after arriving on campus (Adlaf et al., 2003; Emmons al., 1998;

Everett et al., 1999; Fiore et al., 1993; Wechsler et al., 1998). Yet even with these high

prevalence rates, university students greatly overestimate the number ofpeers who smoke

(K.G. Lawrance, personal communication, September 21^^ 2002; Page, 1998). Strategies

to denormalize smoking and promote cessation among young adult students may be

especially valuable.

Second, research suggests that the smoking habits and patterns of

college/university students are not well established in the sense that they have not

smoked as long as older adults (Black & Babrow, 1991). However, many studies indicate

that smoking can quickly become a stable behaviour and might be the most persistent

form ofdrug use (Chassin et al., 1996; Chen & Kandel, 1995). This suggests that post-

secondary students may be at high risk ofbecoming long-term smokers. Thus, this major

life transition period fi-om high school to college and fi-om living with parents to living

independently, should be considered a critical period in the development of health habits

m this population (Baranowski et al., 1997; DeBemardo et al., 1999; Hines et al., 1998;

Martinelli, 1999). hi response to these circumstances, the post-secondary environment is

an ideal avenue for promoting smoking cessation interventions.

Third, despite several decades ofwidespread health warnings about the risks

associated with cigarette smoking (Everett et al., 1999), and the subsequent self-reported
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knowledge ofthese risks (Black, Loftus, Chatterjee, Tiffany & Babrow, 1993;

DeBemardo et al., 1999; Keeling, 1999), only 39% of regular smokers indicate that they

would consider quitting smoking (DeBemardo et al., 1999). Most students continue to

underestimate the magnitude of their risk for developing smoking-related diseases

(Strecher, Kreuter & Kobrin, 1995). For example, a recent study of British college

students found that smokers perceived their personal risk of experiencing both cancer and

heart disease as significantly greater than non-smokers' risks, but only ifthey were heavy

smokers (Munafo, Stewart-Brown & McGee, 2002). Light smokers, on the other hand,

were more likely to believe that their 'light' smoking protected them fi-om health

problems. Thus, light smokers especially do not perceive the need to quit smoking (Rose

et al., 1996). This is particularly perplexing considering students report that they

understand the risks and yet their behaviour does not reflect their knowledge (Frost, 1992

as cited in Spencer, 2002).

Fourth, the value of targeting young adults with tobacco control programming is

reflected by research showing that quit attempts become less common with increasing

age. A national survey revealed that, 70% of current smokers 15-19 years made one or

more attempts to quit smoking in the past year; 63% of20-24 year olds did so; and only

47% of adults over 25 years tried to quit (Health Canada, 2001). Research looking at

post-secondary students indicates that the percentage of students who have made a quit

attempt in the past year ranges from 50% to 80% of the population (Black & Babrow,

1991; DeBemardo et al., 1999; Everett et al., 1999; Hines, 1996). Unfortunately,

although younger smokers are more likely to make a quit attempt, older smokers may be

more likely to be successful in attempts to stop smoking (Hatziandreu et al., 1990; Health
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Canada, 2001). On the bright side more than half of students have tried to quit smoking

and one in five students have succeeded at quitting smoking (Everett et al., 1 999); and

among students who have made an unsuccessful quit attempt, more than one-third

indicate that they are seriously considering quitting again within the next six months

(DeBemardo et al., 1999). It is reassuring to note that the majority of students intend to

quit within five years (Hines, 1996). Together, these findings suggest that smoking

cigarettes is not something students plan to engage in for the remainder of their lives

(Rienzo, 1992 cited in Martinelli, 1999), and that many need more support for quitting.

Finally, although young adult smokers feel that they have compelling reasons to

quit, they also worry about the difficulties associated with quitting. One study indicated

that the primary reason that would lead smokers to quit was concern for future health

(DeBemardo et al., 1999). Hines et al., (1998) concur that university students want to

quit for health reasons, and further determined that young adult smokers identified image

issues such as smokers being less desirable as a date and less attractive. However, it

seems that a key factor that prevents many student smokers fi^om acting on these desires

to quit is the perceived difficulty of quitting. Approximately three out of four university

smokers reported that they continue to smoke because it is so hard to quit (DeBemardo et

al., 1999). Promoting smoking cessation methods that are appealing and perceived by

students to increase the likelihood of success, may be one way to address this barrier.

Conclusion

Overall, these findings paint a disturbing picture. Young adults, despite having the

highest rates of smoking of all age groups, receive the least attention in terms of tobacco

control programs and policies. On college and university campuses across North
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1

America, smoking is seen as a normative behaviour (Hines et al., 1998), and perceived to

impart few risks to so-called light social smokers (Munafo et al., 2002; Rose et al., 1996).

Taking into consideration that yoimg adults - and especially post-secondary students'

make more quit attempts than adults, but are less likely to sustain abstinence

(Hatziandreu et al., 1990; Health Canada, 2000), strategies to enhance successful quitting

are needed. Clearly, greater consideration should be given to providing effective,

appealing smoking cessation interventions on post-secondary campuses.

How Smokers Quit: TranstheoreticalModel ofBehaviour Change

Overview

The Transtheoretical Model of Change model has served as a key model in the

tobacco control field to explain progression from regular smoking through to abstinence.

This model categorizes smokers according to their readiness to change and success at

quitting smoking (Prochaska, DiClemente & Norcross, 1992; Prochaska & Velicer,

1997). Central to this model is a developmental perspective of change, rather than a focus

on personality characteristics as predictors of change (Petrocelli, 2002). Reflecting a

multi-stage, sequential model of health behaviour change, the Transtheoretical Model of

Change can be conceptualized according to these major constructs: the five Stages of

Change, the Decisional Balance, the Processes of Change, and Self-Efficacy. Each of the

concepts represents an important component that details the process of changing a

behaviour.

Stages ofChange

The most central and easily recognized construct in the Transtheoretical Model of
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Change is "Stages of Change." The five Stages ofChange represent the temporal

dimension of intention and readiness to change a behaviour, i.e. quitting smoking.

Precontemplation is the first stage. The Precontemplation stage is characterized by the

lack of a perceived need or intention to change, thus includes smokers who are not

planning on quitting smoking in the next six months. Individuals in this stage are resistant

to assistance, and should they receive smoking cessation services or programs, in many

cases it will be involuntary due to pressure from family members, fiiends or employers

(Petrocelli, 2002). Following Precontemplation is the Contemplation stage where

smokers are intending to quit within the next six months. Individuals in contemplation are

characterized by an awareness of the problem, but they lack the commitment to take the

necessary steps to quit due to feelings of ambivalence about quitting smoking (Petrocelli,

2002). Preparation includes smokers who are planning to quit within the next 30 days,

and/or those who have made a quit attempt in the past year and still have some intention

to quit smoking. Smokers in this stage have made the decision to quit smoking and are

taking steps towards change (e.g. making a plan as to what method they will use and

when they will quit smoking). The Action stage includes those smokers who have

stopped smoking, and lasts for about six months after the quit date. It is characterized by

overt behaviours (quitting smoking) and is identified by the effort expended and the

commitment shown to achieve the desired change. Finally, there is the Maintenance

stage. Individuals who have remained smoke-fi-ee for more than six months are in this

stage, which is further characterized by a continuation of necessary actions that must be

met for abstinence to be sustained.



V'-*



Evaluation of Effectiveness 13

Processes ofChange

The processes of change construct is a foundational element to the framework of

the TMC, and reflects the cognitions and behavioural strategies that individuals use to

facilitate and maintain change. There are 10 change processes. The first five are

'experiential' and include: consciousness raising, dramatic relief, environmental re-

evaluation, social liberation and self-reevaluation. The next five change processes are

'behavioural' and include: self-liberation, reinforcement management, helping

relationships, counter-conditioning and stimulus control. (See Appendix A for a

description of the 10 processes of change).

A considerable amount of empirical research has shown that the integration ofthe

processes in appropriate stages supports readiness to quit smoking (DiClemente &

Prochaska, 1982 as cited in Petrocelli, 2002; Prochaska et al., 1992; Prochaska, Norcross,

Fowler, Follick & Abrams, 1991; Prochaska, 1996). Specifically, experiential processes

(consciousness raising, dramatic relief and environmental relief) are most required for

individuals to move from Precontemplation to Contemplation (Prochaska et al., 1992).

Individuals in Contemplation continue to lack conmiitment to change, and self-

reevaluation is needed to appropriately prepare them to progress to the Preparation stage.

In Preparation, individuals are taking small behavioural steps and mentally readying

themselves for change; self-liberation -making a commitment to quit- assists smokers to

move successfully into the Action stage of quitting (Prochaska et al., 1992). In Action,

use of behavioural processes, including: reinforcement management, helping

relationships, counter-conditioning and stimulus control assist smokers to eliminate

smoking fi*om their lives. These behavioural strategies must be sustained in order to move
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to and remain in Maintenance, thus sustaining a smoke-free life.

Decisional Balance

Decisional Balance involves weighing the importance of the pros and cons of

changing a behaviour. The construct is derived from Janis and Mann's model of decision-

making (Janis & Mann, 1985 cited in Velicer, DiClemente, Prochaska & Bmdenburg,

1985), and reflects the fact that smokers will place different amounts of importance on

the pros and cons as they progress through the stages towards quitting smoking (Pollak,

Carbonari, DiClemente, Niemann & Mullen, 1998). Theoretically, a shift in decisional

balance should occur such that smokers in the earlier stages of change experience more

pros than cons for smoking. While smokers who are engaging in experiential and

behavioural processes and progressing should perceive more cons and fewer benefits

from smoking (Pollak et al., 1998).

Research has confirmed that smokers in the precontemplation stage do indeed

perceive fewer advantages of quitting than smokers in the contemplation stage, and that

the perceived disadvantages of quitting are least among individuals in the Action and

Maintenance stages (DeVries et al., 1998; Pallonen, 1998; Pollak et al., 1998; Prochaska,

1996). In a comparison study of adults and adolescents, both groups experienced more

pros of smoking than of quitting in the early stages of change, and the reverse once they

took action to quit (Pallonen, 1998). Thus, the intersection in the relative weights ofpros

and cons of smoking typically occurs in Preparation and signifies a readiness to move

into Action.

Self-efficacy

The self-efficacy construct reflects the confidence an individual has to engage in
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the healthy behaviour (not smoking) in high-risk situations. Prochaska (1996) suggests

that this construct can be operationalized as efficacy or situational temptation. Situational

temptation is the intensity ofurges that the individual experiences to engage in the

unhealthy behaviour in the high-risk situations (Norman, Velicer, Fava & Prochaska,

2000). According to the TMC, it is expected that as smokers progress through the stages,

they experience a gradual increase in self-efficacy to resist temptations to smoke. A meta-

analysis of studies has this showing that individuals in Action had higher levels of belief

in their ability to resist the temptation to smoke than smokers in Preparation (DeVries et

al., 1998). Prochaska (1994 as cited in DeVries et al., 1998) further confirmed that self-

efficacy increased gradually for smokers fi-om Precontemplation to Preparation.

Application ofthe Transtheoretical Model ofChange

The Transtheoretical Model ofChange has been a primary focus in the area of

addictions counselling and has been extensively applied to smoking cessation among

adults (Petrocelli, 2002) and youth (Pallonen, 1998). More recently, it has also been

applied to explain knowledge, attitudes and support for tobacco control measures (Cohen

et al., 2002). Finally, much research has been conducted examining components of the

Transtheoretical Model of Change, to validate its application as a population-based health

strategy.

Research conducted over the past decades has provided ample evidence ofthe

validity of Transtheoretical Model ofChange constructs. This theory has also been foimd

to explain the process that most smokers' recycle through the stages several times before

they are able to stop smoking permanently (Martin, Velicer & Fava, 1 996; Prochaska &

DiClemente, 1983 as cited in Clark, Hogan, Kviz & Prohaska, 1999). Specifically,
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relapse has been linked to inadequate self-efficacy for change (DeVries et al., 1998;

Norcross & Prochaska, 2002). Recent research has also looked at the application of the

TMC to young adults. Results of the Tobacco Use Monitoring Survey, for example found

that 27% ofyoung adults are not considering quitting smoking within the next six months

(Precontemplation). Representing the highest proportion ofthe population, 34% of 20-24

year olds are in Contemplation. Consistent with the decline in quit attempts with

increasing age, only 15% of Canadian young adults were in Preparation (Health Canada,

2002). This is consistent with other studies that have shown that only 10%-20% ofyoxmg

adult smokers are prepared to take action to quit (DeBemardo et al., 1999; Everett et al.,

1999; Hmes, 1996; Rose et al., 1996).

Conclusion

Overall, there are compelling arguments to use the Transtheoretical Model of

Change as a model of smoking behaviour change. Because the Transtheoretical Model of

Change predicts that progress from one stage to the next is dependent upon the use of

specific cognitive and behavioural change processes, shifts in perceived costs and

benefits of change, and feelings of enhanced self-efficacy for change, it plainly delineates

a series of strategies to help smokers move towards a smoke-free life. Further to this, the

underlying constructs of the Transtheoretical Model of Change are understandable, thus

accessible to lay service providers. With respect to implementing strategies to promote

smoke-free living, the model's versatility allows for the development of both clinical and

population-based brief interventions matched to individuals' readiness to change by the

means of stage-appropriate messages (DeVries et al., 1998; Prochaska, 1996). Finally,

from a research perspective, the constructs have been measured and replicated in
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numerous studies specific to smoking cessation, thus supporting the practice of basing

tobacco control strategies based on the concepts of the Transtheoretical Model of

Change.

HelpingSmokers Quit: Population Health Approaches

Overview

Traditionally, smoking cessation interventions followed a clinical approach,

providing intensive face-to-face interventions to just those smokers who sought help

(Lichtenstein & Glasgow, 1992). These clinical approaches have been delivered by

trained professionals and typically involved multiple sessions with various behavioural

and/or pharmacological treatment components (Lichtenstein et al,, 1996).

Due to the concentrated nature oftreatment, clinical interventions tended to be

highly successful at promoting quitting. Unfortunately, because most smokers do not,

will not, or cannot attend multi-session programs, clinical interventions reach a small

highly self-selected group of smokers and had little impact on overall population smoking

rates (Fiore et al., 1993; Lichtenstein & HoUis, 1992). Over the past two decades,

therefore, there has been a marked shift from clinical treatments of smoking cessation to

population-based interventions.

Population Health Approach

According to the World Health Organization and the Ottawa Charter, population

health is an approach to health that aims to improve the health ofthe entire population

and to reduce health inequities among population groups. Thus, population health refers

to the health of a population as influenced by social, economic and physical
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environments, personal health practices, individual capacity and coping skills, human

biology, early childhood development, and availability of health services. As an

approach, population health promotion focuses on the interrelated conditions and factors

that influence the health ofpopulations over the life course,

identifies systematic variations in their patterns of occurrence, and applies the resulting

knowledge to develop and implement policies and actions to improve the health and well-

being of those populations (Toward a Healthy Future, Second Report on the Health of

Canadians, 2000). Accordingly, a population health approach directs investments to those

areas that have the greatest potential to positively influence population health status, and

focuses action earlier in the causal stream to achieve greater the potential for population

health gains.

Rationalefor Population-Based Smoking Cessation Strategies

In keeping with the trend toward population-based health promotion, smoking

cessation interventions have been expanded to include programs and services accessible

by the entire population of smokers (Lichtenstein et al., 1996; McDonald, 1999; Orleans

& Cummings, 1999; Pickett & Bains, 1999; Prochaska, 1996; Zhu, Melcer, Sun,

Rosbrook & Pierce, 2000).

There are several compelling reasons to shift from clinical approaches to

population health strategies (McDonald, 1999). First, population-based approaches to

smoking cessation are based on the reality that it is possible for individuals, across all

demographic groups to quit smoking and to remain smoke-free (DeBemardo et al., 1999;

Everett et al., 1999; Fiore et al., 2000; Health Canada, 1991; Lichtenstein & Glasgow,

1 992). Second, carefiilly designed population-based interventions can and do increase the
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likelihood that a smoker will quit and remain smoke-free (Fiore et al., 1990; Law &

Tang, 1995). Third, a continued reduction in the population prevalence of smoking is

associated with improvements in overall population health (Vartiainen, Puska, Pekkanen,

Tuomilehto, Jousilahti, 1994). Finally, because population-based health strategies involve

dissemination ofprograms/ services in the community, they provide a striking

opportunity for colleges to contribute to the health of individuals in society (Jackson &

Weintein, 1997).

Today, tobacco control efforts exemplify population health premises. This can be

seen in public policies that restrict or prohibit smoking; organizational re-structuring to

control smoking and environmental tobacco smoke and the development and widespread

use ofpharmacological nicotine replacement therapies. The way in which smoking

cessation programming is structured and delivered also reflects a population approach.

Rather than relying on health professionals to control the supply of interventions, lay or

less trained persons usually deliver these population-health interventions in environments

such as communities, occupational or health care settings. Additionally, unlike clinical

interventions that require multiple sessions and several hours, population-health

interventions are often measured in minutes with no scheduled sessions (Lichtenstein &

Glasgow, 1992). Compared to traditional clinical treatments then, population-based

smoking cessation interventions are less intensive and produce lower individual quit

rates. However, because the population impact of smoking cessation programs depends

not only on the long-term effectiveness of the programs being offered, but also on the

number ofpeople who are participating (Ockene, 1992; Prochaska, 1996), population

approaches ultimately produce much higher population quit rates than clinical treatments.
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Results of population-based smoking prevention and cessation promotion strategies are

ultimately manifested in the reduced population prevalence of smoking, which in turn has

broader public health consequences for reductions in morbidity and mortality

(Lichtenstein & Glasgow, 1992).

Types ofPopulation-Based Smoking Cessation Strategies

Within the framework of a population health approach, there are several types of

smoking cessation interventions that have the potential to reach a wide proportion of the

population. Examples include: Clinical Tobacco Intervention that is delivered primarily

through physicians, nurses or dentists; telephone hotlines; and self-help interventions.

Clinical Tobacco Intervention. Clinical Tobacco Intervention is a brief

intervention strategy which typically involves the health care provider asking if the client

smokes, advising the client to quit, assisting the client to do so, and arranging for follow-

up services where necessary. Given that over 70% of smokers see a primary care provider

at least once per year (Lichtenstein & Glasgow, 1992; Ockene, 1987a, 1987b) and about

50% see a dentist (USDHHS, 1994), health care settings are an ideal opportunity to reach

many individuals through a brief intervention (Jaen, Crabtree, Zyzanski, Goodwin &

Stange, 1998). Health care professionals are seen as highly credible sources ofhealth

information, and health concerns expressed by the patient provide the health care

provider with a "teachable moment" that can be used for smoking cessation advice (Fiore

et al., 2000; Vogt et al., 1989). Not surprisingly, research suggests that physicians or

nurses who provide individual advice to quit smoking are able to promote quit attempts

among their clients who smoke; a Cochrane Review found that such brief intervention

increased the quit rate relative to no intervention (Lancaster, Stead, Silagy & Sowden,
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2000).

Although the health care system is an ideal channel to reach a wide audience,

there remain several barriers to this form of population health intervention. First, due to

the current health care shortages, there is a scarcity of clinicians in many communities;

thus less time is available to spend per patient (Fiore et al., 2000). Second, there is a lack

of training for health care professionals regarding smoking cessation (Fiore et al., 2000;

Lichtenstein et al, 1996). Consequentially, there are deficits in providers' knowledge of

how to counsel and intervene with different segments of the population who have

different needs and preferences for quitting smoking. Third, some clinicians express

concerns that patients will react negatively and/or that there is no reimbursement for

spending time to talk to patients about smoking cessation (Lichtenstein et al., 1996).

Thus, despite the potential of Clinical Tobacco Intervention to reach the majority of the

population through health professionals, these limitations contribute to the under-use of

this effective population-health strategy.

Telephone-mediated advice and counselling. In the search for accessible and

affordable methods of assisting smokers to quit smoking, telephone hotline approaches to

smoking cessation have grown in popularity (Lichtenstein et al., 1996; McBride &

Rimer, 1999). This approach to promoting smoking cessation has been used in two ways:

reactively, where the smoker initiates contact for free assistance (Wakefield & Borland,

2000); and proactively, where a counsellor reaches out to contact individuals, typically in

conjunction with an existing reactive hotline or self-help program. Increasingly, reactive

helplines are being used to provide quit smoking assistance within the context ofmass

media anti-smoking campaigns. In this approach, callers to the heavily publicized hotline
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number are offered brief advice, along with self-help print materials (mailed to them free

of charge). Some quit-lines have also incorporated proactive callback services aimed at

preventing relapse (Wakefield & Borland, 2000). Research suggests that the addition of

even a single session of proactive (call-back) contact with hotline callers increases the

number of smokers who make a quit attempt and prevents relapse in the short-term

relative to self-help resources alone (Borland, Segan, Livingston & Owen, 2001;

Lichtenstein et al., 1996; Owen et al., 1995; Zhu et al., 1996). Multiple proactive

cedlbacks to smokers can greatly enhance these effects (Owen, 2000; Zhu et al., 1996).

Advantages of hotlines include the convenience for smokers (Zhu, Anderson,

Johnson, Tedeschi & Roeseler, 2000), the potential to build in proactive counselling, and

the fact that centralized services makes it easier to promote a coordinated approach to

cessation (Zhu et al., 2000). There are, however, a number of barriers. These barriers

include the high costs of advertising services widely enough to reach the population and

generate calls from smokers. Similarly, there is the disadvantage ofmaking smoking

cessation assistance available only to those smokers who initiate contact, because

research suggests most hotline callers are smokers who are experienced in the quitting

process and thus have higher motivation to quit smoking (Wakefield & Borland, 2000;

Zhu et al., 1996; Zhu et al., 2000). Finally, although not specifically a disadvantage, is the

question ofhow effective helplines are. Because the provision of self-help booklets is a

key component of hotline services, and virtually all studies of hotlines have made these

self-help materials an integral part of the service examined, it is unclear whether hotlines

alone effectively promote quitting. Prochaska and his colleagues discovered that there

was no effect of proactive telephone counselling to augment the effectiveness of stage-
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tailored self-help materials (DiClemente, 1991; Prochaska et al., 1993; Prochaska et al.,

1992), however a more recent study found that three proactive telephone calls did

significantly augment the effectiveness of self-help resources at 3-month follow-up, but

not at 12 or 21-month follow-up (Curry et al., 1995). Thus, telephone counselling in some

instances, with some populations, has been demonstrated to be effective, but may depend

upon including self-help materials as well.

Self-help materials. Self-help programs have been successfully used for a wide

variety of modifiable lifestyle behaviours, including smoking (Black & Cameron, 1997;

Curry, 1993; Owen et al., 1995). Because self-help interventions are essentially

counselling sessions in print they are a means ofproviding structured, smoker-oriented

approaches in the context of a broad-based, population approach (Gould & Clum, 1993;

Sanchez-Craig, Davila, Cooper, 1996; Scogin, Bynimi, Stephens & Calhoon, 1990). In

this respect, self-help materials are an important strategy for bridging the gap between

clinical and population health approaches to smoking cessation. Furthermore, compared

to Clinical Tobacco hiterventions and quit-lines, which can demand a high level of

training, financial resources, and organizational commitment to operate effectively, self-

help interventions have the advantages of being easily shared across organizations,

widely diffused to the target audience, and readily reusable (Black & Cameron, 1997).

A considerable amount of research has been done to determine what features of

self-help materials are crucial to their effectiveness and 'best practice' guidelines are now

in place (Glynn, Boyd & Gruman, 1990). It is clear that the effectiveness of self-

administered resources is maximized to the extent that the intervention includes

information about the health and social consequences of smoking, specific behavioural
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strategies for quitting and remaining smoke-free, and nonnalization of relapse. Further to

this, there is substantial evidence to show that personalized materials are more effective

than generic self-help materials, which are, in turn, as effective as brief advice and more

effective than no intervention at all (Black & Babrow, 1991; Black & Hulsman, 1988;

Lancaster et al., 2000; Morgan et al., 1996). Finally, self-directed smoking cessation

interventions are a format definitely preferred by smokers - including young adults

(Black & Babrow, 1991; Hines, 1996; DeBemardo et al., 1999/ Overall, self-help

strategies represent a viable and effective population health strategy to reach the majority

of the population of smokers. Given that self-help print programs may be especially

suitable to young adults - and particularly to those still in the educational system - a

more detailed discussion of this population-based smoking cessation approach is

presented below.

Self-Help Smoking Cessation Programs

Advantages ofSelf-help Programs

Durability and versatility. In comparison with other population strategies such as

contact through a telephone hotline or a brief intervention by a physician, written self-

help programs have the advantage of durability. Self-help programs can be saved and

referred to as needed over repeated occasions (Cummings, Sciandara, & Markello, 1987,

as cited in Sussman et al., 1994). Self-help materials also have the benefit of versatility;

they can potentially reach more people through various methods of dissemination

including: health professionals, stop-smoking groups, parent groups, the local library or

static display table in workplaces or health fairs. Additionally, materials can be
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developed for and tailored to various segments of the population, by addressing issues of

age, language, ethnicity, literacy and so on.

Accessibility. Self-administered interventions have become a widely used method

of disseminating smoking cessation information to the population with good reason

(Black & Cameron, 1997). Self-help interventions help reduce barriers to participation

for smokers because they are designed to be used independently, anywhere, anytime

(Balanda, Lowe & O'Connor-Flemming, 1999; Glynn et al., 1990; Ockene, 1992).

Through the use of culturally sensitive, easy-to-read language, attractive packaging,

appealing colours and formatting of content, accessibility of the information contained in

self-help programs can be further enhanced (Glynn et al., 1990; Orleans et al., 1998).

Likewise, making self-help interventions available continuously at low or no cost, ensure

that they are readily accessible to the population.

Consistency with quittingpreferences. Throughout the literature it is clear that

smokers have an overwhelming preference for low intensity, self-directed independent

options to help them quit smoking (Black & Babrow, 1991; DeBemardo et al., 1999;

Hines, 1996; Owen et al., 1995). With respect to post-secondary students, DeBemardo

and Colleagues (1999) found not only that they prefer to quit without assistance, but that

more than halfof the ex-smokers surveyed indicated they had stopped smoking with no

formal assistance. In another study of university students' smoking cessation preferences.

Black and Babrow (1999) discovered that quitting without any assistance was the most

preferred strategy, followed by informational pamphlets and books, assistance from a

health professional, support groups, and finally a smoking cessation clinic. Finally, a

recent study of Canadian undergraduate students revealed that virtually identical
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proportions of smokers (i.e. about 25%) chose 'quitting independently with no

assistance,' 'pharmacological aides' and 'quitting with their friend(s)' as their most

preferred way to quit, followed closely by 'self-help methods' (i.e. about 20%). Very few

post-secondary smokers chose group related options to assist with cessation (Travis &

Lawrance, 2002).

Enhancing the Effectiveness ofSelf-help Programs

Due to the potential for self-help materials to produce meaningful reductions in

population smoking rates, a number of strategies have been explored to improve their

effectiveness. They include tailoring the materials to demographic characteristics of the

intended audience (Morgan et al., 1996), matching content to smokers' stage ofchange

(Norman et al., 2000; Prochaska, 1996), supplementing materials with brief, proactive

telephone support (Brown & Owen, 1992; Miguez, Vazquez & Becona, 2002), and

presenting complementary television broadcasts (Sussman et al., 1994). The degree to

which each ofthese strategies improves the effectiveness ofthe self-help materials is

described below.

Tailoring materials to targetpopulation 's characteristics. Much research has

been devoted to examining how to tailor materials to make them more effective than

generic materials. The most common approach to tailoring materials has been termed

'behavioural construct tailoring' where materials and messages established theories of

health behaviour such as the Stages ofChange or the Social Cognitive Theory (Kreuter et

al., 2000). In addition to addressing behavioural constructs of changing a behaviour,

materials can be tailored to address other factors such as preferred media, cultural norms,

values, and environmental factors (O'Keefe et al., in Kreuter et al., 2000). The value of
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tailoring self-help materials is that emphasis is shifted away from expecting different

target populations to adjust to limitations of generic programs, to a focus on making

programs meet the needs of the population (Prochaska, 1996). Indeed tailoring self-help

materials to smokers' stage ofchange has been demonstrated to be effective in assisting

with cessation (Norman et al., 2000; Petrocelli, 2002; Prochaska, 1996). The success of

stage-based tailoring reflects the recognition that materials oriented to those who are

prepared to quit smoking will not be suitable to the entire population of smokers

(Prochaska, 1996). According to reviewers at the Cochrane Library, recent approaches

that focus on meeting the needs of individuals by giving them materials matched for

behavioural characteristics such as readiness to change or motivation, have been shown

to be more effective than generic materials in assisting progression through the stages

(Lancaster et al., 2000). Other researchers have similarly concluded that personalized

self-help materials are more effective than standard materials (Dijkstra, DeBries &

Roijackers, 1 999; Kreuter et al., 2000), and that tailored print materials can help

individuals change health behaviours such as smoking, diet, physical activity and others

(Kreuter et al., 2000; Prochaska et al., 1993; Prochaska, 1996). Overall, these findings

pint to a need to develop stage-based materials aimed at specific segments of the

population who have been less likely to quit smoking (Glynn et al., 1990). Such a

strategy may increase quit rates, and thus have a greater impact on population health.

Proactive telephone counselling as an adjunct to self-help. Although most self-

help resources are designed as 'stand alone' interventions, literature has suggested that

the efficacy of these interventions can be enhanced through the use of adjunctive

telephone counselling (Brown Sc Owen, 1992; Curry et al, 1995; Miguez, Vazquez &
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Becona, 2002;). Brief adjunctive counselling allows the participant's progress to be

monitored so specific personalized feedback can be given to the person attempting to quit

smoking (Brown & Owen, 1992). The documented benefits of adjunctive counselling

include fostering rapport with an individual, providing an opportunity to prevent a

decrease in motivation to quit smoking, and reducing attrition rates (Zhu et al., 1996).

Several randomized, controlled trials have demonstrated that self-help programs

combined Avith telephone counselling increase short and long-term abstinence rates

(Brown &, Owen, 1992; Miguez et al., 2002; Orleans et al., 1991; Zhu et al., 1996).

Furthermore, combining self-help programs with brief individualized phone counselling,

can produce results that are comparable to the more costly clinic treatments (Abram et al.,

1996; Skiimer, Campbell, Rimer, Curry & Prochaska, 1999). Thus, adjunctive telephone

contact offers an economical way of adding personalized assistance to smokers using

self-help materials (Lancaster et al., 2000).

In response to the question ofhow many telephone contacts are optimal, it seems

that a minimum ofone proactive call combined with self-help materials can further

enhances cessation outcomes, including relapse prevention. Some research has suggested

that multiple sessions of counselling yield better results than one solitary proactive call

(Zhu et al., 1996). For example, Zhu et al. (1996) compared self-help with one phone

call and self-help with five telephone calls (20-50 minute duration). They reported that

six calls was more effective than one call at providing support and encouragement in

assisting smokers to quit and to prevent relapse. Another study of tailored self-help

materials for a specific adult target population, found that self-help cessation materials

combined with just one proactive booster call generated abstinence rates that were
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significantly higher than those of the comparison group who only received cessation

materials (Resnicow et al., 1997). Overall, to achieve greater effect with smokers', the

literature supports a range ofproactive calls from one to a possible nine (Miguez et al.,

2002; Resnicow et al., 1997; Zhu et al., 1996).

Considering the cost-effectiveness of self-help interventions combined with

telephone contact, and based on these studies and other trials iunded by the National

Cancer Institute, best practice for adjunctive phone support includes between one and

four briefpersonalized phone calls by a supportive counsellor, who addresses only

problems as raised by the smoker/quitter (Glynn et al., 1990).

Conclusion

Overall, self-help interventions not only address smokers' preferences for low-

intensity programs that require less time and effort, they also represent a low cost,

effective option for promoting smoking cessation. Given that young adults students

clearly prefer independent methods of quitting (including self-help programs) (Black &

Babrow, 1991; DeBemardo et al., 1999; Hines, 1996), and that cost is an important factor

in selecting a stop-smoking method (Balanda et al., 1999; Hines, 1996), self-help

programs may be particularly appealing for this population. In addition, self-help

materials can be easily developed specifically for post-secondary students, taking into

consideration factors related to their transitional stage in life and readiness to quit

smoking.

Conclusion

In summary, the literature reviewed here reveals that tobacco continues to be a

pervasive public health problem and that young adults continue to have the highest
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prevalence ofsmoking, but remain imder-serviced with respect to smoking cessation

programming (DeBemardo et al., 1999; Everett et al., 1999; Willcox, 1997). This is

certainly true on post-secondary campuses where a survey of 393 US colleges showed

that more than 40% of the schools did not offer smoking cessation programs (Wechsler et

al., 2001). Obviously, interventions that reach a large proportion ofpost-secondary

smokers and engage them in proven strategies to assist successful quitting are needed

(Everett et al., 1999; McDonald, 1999; Rigotti et al., 2000; Willcox, 1997). Population-

based approaches including low-intensity options such as a self-help interventions with

adjunctive telephone counselling are particularly appropriate because they are relatively

easy to administer (Balanda et al., 1999; Black & Cameron, 1997), can be tailored to

audience characteristics and stages ofchange (Lancaster et al., 2000; Norman et al.,

2000; Petrocelli, 2002, Prochaska, 1996), and represent a low-cost quitting method that is

preferred by post-secondary smokers (Black & Babrow, 1991; DeBemardo et al., 1999;

Hines, 1996; Travis & Lawrance, 2002). The development of a stage-based self-help

intervention with adjunctive telephone coimselling will assist post-secondary campuses to

support students in their attempts to quit smoking, and represent an ideal opportunity for

the dissemination of population-based tobacco control strategies to a readily accessible

population (DeBemardo et al., 1999; Martinelli, 1999; Wechsler et al., 2001).

Smoke\Quit

Recently, in an effort to better address students' quitting intentions and

preferences, a new age-appropriate self-help smoking cessation resource entitled

"SmokelQuit" was developed (Travis, Federici, Lawrance & Lawler, 2002). This

resource is modelled on the Canadian Cancer Society's One Step At A Time stage-based.
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self-help smoking cessation program. The two-booklet One Step At A Tune program is

considered to be the gold standard of self-help interventions for adults in Canada. The

first part of One Step At A Time is a short book for precontemplative smokers. The

second, thicker book targets smokers in contemplation, preparation, action and

maintenance. The second book is text-intensive, has a multitude of experiential and

visualization exercises, and includes a count-down quit plan for adult smokers. The

complexity and sheer length of the booklet potentially makes it difficult for readers to

select cessation information and exercises that are of relevance to them. Should the reader

persist, the booklet does provide a number of effective exercises that the smoker may not

have been aware of or used in earlier attempts to quit smoking.

The new Smoke|Quit program also contains two booklets. Smoke is for

precontemplative smokers. It contains less text and fewer exercises than the One Step At

A Time booklet, and is supplemented with interesting information about light/mild

cigarettes, how tobacco companies are targeting young smokers and tobacco

pollution/production issues in developing countries. Quit, the second booklet, is designed

for smokers in contemplation, preparation, action and maintenance, but is far less text-

intensive than One Step At A Time's second booklet, has only essential exercises, and

presents current research and a quit-plan aimed specifically at post-secondary students.

The SmokelQuit booklets are geared towards student life experiences common for this

age cohort, and are graphically designed to appeal to young adults.

Formative Evaluation ofSmoke\Quit

Formative evaluation is used to assess whether a newly-developed intervention is

well-received and understood by the target audience. With respect to self-help programs.
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issues such as readability, visual appeal, clarity of instructions, and attractiveness of

physical characteristics of the materials are often considered (Glynn et al., 1990; Kreuter

et al., 2000; Orleans et al., 1998). Given that Smoke|Quit was a newrly developed

resource, focus groups (A^=18) were conducted at Brock University to assess smokers'

immediate reactions to Smoke|Quit and to ascertain the degree to which the booklets

appealed to university smokers in varying stages ofchange (Strath & Lawrance, 2003).

Four separate focus groups were conducted and facilitated by one undergraduate student

under the supervision of Dr. Kelli-an Lawrance. At the beginning ofeach session, focus

group participants completed a brief questionnaire, to assess the participant's stage of

change. Researchers required this information to determine how students in the five

different stages related to the stage-based booklets.

Participants were given time to review Smoke|Quit, this was followed by a

structured discussion regarding the writing style, colour and design characteristics ofthe

booklets. The data collected revealed that students in precontemplation and

contemplation greatly preferred Smoke over Quit, due to the 'tongue-in-cheek' style of

writing and the interesting information that was presented. Smokers in the later stages of

change {wiih greater intention to quit smoking) enjoyed both booklets, but they were

clearly more appreciative than the precontemplators ofthe detailed information on

quitting smoking that was presented in Quit. Likewise, only the smokers most committed

to quitting agreed that they would actually fill in the self-assessment quizzes shown in the

booklets. Finally, even though some concerns were expressed over the impleasant colours

used in Quit and the graphics in both booklets were pronounced distractive, all focus

group participants appeared pleased when they were told that they could keep the
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booklets. Thus, the booklets seemed to hold stage-specific appeal to smokers and to be

positively received and easily understood by members ofthe target audience. This

formative evaluation warranted further study to examine the effect of the booklets at

producing greater intention to quit smoking.

Outcome Evaluation ofSmoke\Quit

Because Smoke|Quit is modelled on One Step At A Time, but directly addresses

issues ofconcern to students (e.g., exams, student loans, socializing), it is expected to be

at least as effective as One Step At A Time in terms of assisting smokers to advance

through the stages ofchange and successfully quit or reduce smoking. Of course, the

effectiveness of this new smoking cessation intervention for young adult students on

University campuses is an empirical question that requires fiirther investigation.

Therefore the goal of this study is to investigate its effectiveness relative to One Step At

A Time, and generic educational smoking cessation materials (control).

The primary measure of effectiveness will be the proportion of smokers from each

of the three treatment groups - Smoke|Quit, One Step At A Time, or control - who

achieve smoking abstinence by the 12-week follow-up. Because successful smoking

cessation requires individuals to advance through the stages ofchange (Glynn et al.,

1990; Norman et al., 2000; Petrocelli, 2002; Prochaska, 1996) and experience increased

feelings of self-efficacy to resist smoking (Clarke et al., 1999; DeVries et al., 1998;

Glynn et al., 1990; Martin et al., 1996), these outcomes will also be assessed. Finally,

other outcomes such as reductions in tobacco consumption and attempts to quit smoking

will be monitored given that these behaviours and intentions are considered to represent

positive consequences for individuals who continue to smoke (Gilpin & Cavin, 1997;
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Zhu, Sun, Hawkins, Pierce & Cummins, 2003).

Measuring Smoking Cessation and Abstinence

Self-Reported Quitting

In studies where respondents are asked to self-report their smoking status, the

three measures that are most frequently used are point prevalence, continuous abstinence

and prolonged abstinence. The authors, Velicer, Prochaska, Rossi and Snow (1992)

reviewed the measures of self-report and defined the measures as following. Point

prevalence assesses 7-day abstinence using the question: In the past 7 days, have you

smoked a cigarette, even a puff? Continuous abstinence is generally defined as complete

abstinence from tobacco use for a period of either three months or six months (depending

on the time frame of the study). Prolonged abstinence can be considered a measure of a

smoker's progress from the Action stage to the Maintenance stage of change, and is

generally for a prolonged period between six and 12 months. For the most part, a widely

accepted standard in cessation intervention research is that abstinence means that not

even a puff can be smoked during the time assessed (Velicer et al., 1992).

The benefit of using these self-report measures is that there are no associated

costs (besides data collection), it is non-invasive and the subject is to respond to

questions, nothing fiirther. However, as efforts in tobacco control progranmiing and

policies continue and smoking becomes an unacceptable behaviour, some research has

suggested that smokers are increasingly likely to underestimate their tobacco

consumption or deny smoking altogether (Jarvis, Tunstall-Pedoe, Feyerabend, Vesey &

Saloojee 1987; Shaffer, Eber, Hall & Bilt, 2000). Because of potential biases in self-

reported quitting, methods such as carbon monoxide testing or biochemical validation
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have been developed to confirm self-reported cessation of tobacco.

Biochemical Testing

Cotinine testing. Cotinine is one of the 10 metabolites of nicotine (Cope, Nayyar,

Holder, Gibbons & Bunce, 1996) and can be measured in various biological specimens

including plasma, saliva and urine (Davis & Curvall, 1999, cited in SRNT, 2002).

Though cotinine has been generally accepted to be the best compound to assess smoking

status (Jarvis et al., 1987), there remain limitations with this measurement. Due to the

long half-life of cotinine, detection of chemical markers will still occur within a few days

after cessation of tobacco use (SRNT, 2002). Beyond that time, the specificity for

tobacco use is excellent with the exception that individuals who have quit smoking but

are using nicotine replacement therapy will register false positives (Lichtenstein,

Glasgow, Lando, Ossip-Klein & Boles, 1996; Benowitz, 1988 cited in SRNT, 2002).

Cotinine is difficult to detect if smoking is sporadic, and cannot reliably distinguish

between light active smoking and regular passive smoking (second-hand smoke) (Parker

et al., 2002).

Carbon monoxide (CO) testing. Due to the process of smoking, smokers generally

have higher amounts ofCO in expired air than non-smokers do. This makes expired CO a

marker of smoking status. Carbon monoxide levels are assessed using commercially

purchased hand-held monitors that measure CO in expired air samples. Once the hand-

held instrument is purchased, CO testing is the most cost-effective and most easily-

administered method of biochemical assessment. Unlike cotinine testing, laypersons can

test CO samples.

Although expired CO is a good measure of smoking status, it is sensitive to
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administration procedures and to factors causing rapid elimination ofCO. Administration

ofCO tests is compromised when the individuals do not take a deep enough breath into

their diaphragm, hold their breath sufficiently long before expiring, or expire fully. Thus,

to encourage accuracy ofmeasurement, the layperson administrating the procedure must

be well trained (Hartmann, Thorp, Pahel-Short & Koch, 1996). CO levels are also

affected by time ofday (with levels being lower in the a.m.), exposure to second-hand

smoke by physical activity and by factors other than tobacco use (diet, exposure to traffic,

heating, and cooking emissions may cause increases in individuals' expired CO) (SRNT,

2002). Because CO tests may not be entirely accurate, it may be best for participants who

have no information about the sensitivity ofCO testing protocols (Hartmann et al., 1996).

Finally, it should be noted that expired CO is reasonably specific for detecting heavy

smoking, but it is of marginal use for detecting light/occasional smokers because CO

levels from smoking are low.

Biochemical Validation ofSelf-Reports

The type of study, type of population and demand characteristics of the study

affect the decision as to whether to use self-report, biochemical validation or a

combination of both measures (Velicer et al., 1992). The validity of self-reported

measures is a recurring issue across a variety of disciplines, often calling into question

the utility and value ofeven the most esteemed research (Weinhardt, Forsyth, Carey,

Jaworski & Durant, 1998, cited in Shaffer et al., 2000). In some cases this is justified.

Inflated quit rates have been found to be most common among those with motivation to

deceive (pregnant women, medical patients, teens) (SRNT, 2002; Velicer et al., 1992).

Besides these specific cohorts, biochemical validation is most appropriate for clinic-
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based trials as opposed to population-based research. Minimal intervention studies where

materials are provided to facilitate change, have few direct interactions with participants,

and have been found to prompt few false reports of smoking cessation in comparison

with intensive intervention studies (Velicer et al., 1992). Clinic interventions typically

form relationships with participants; therefore under these conditions biochemical

verification is needed to decrease misreporting due to obligation and expected pressure

fi-om research personnel (Velicer et al., 1992). Most fi-equently, clinical trials in tobacco

control typically examine new pharmaceutical products and harm reduction studies

examining novel nicotine-delivery products. Therefore because there are greater demand

characteristics and extensive experimental controls in these types of investigations,

biochemical validation is easily administered to participants.

Most frequently, many studies have reported using biochemical measures to

confirm self-report. The use of both measures provides extra reassurance to the

researchers and is intended to improve the outcome ofthe investigation (Cope et al.,

1996). Population-based studies have confirmed that verifying that smokers' are not mis-

reporting their smoking status, not warranted (SRNT, 2002). Actual misrepresentation of

smoking cessation is very low, tends to be near zero and seldom exceeds 5% of the

sample: except in high-risk medical populations (SRNT, 2002; Velicer et al., 1992).

Furthermore, while clinical trials are designed to evaluate the efficacy of the treatment

under ideal circumstances, studies of population-based interventions are more often

conducted to demonstrate the effectiveness, hence generalizability, of established

interventions or health programs (SRNT, 2002), as is the case in this study. Thus, using

biochemical validation of self-reported behaviour seems to be a prudent approach.
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however in many cases it is unnecessary as typically there is little misrepresentation of

smoking status (SRNT, 2002).

Conclusion

In this study, self-report appears to be the most suitable approach to determining

cessation status for the following reasons. First, biochemical verification is both more

feasible and more warranted in small-sample, high-demand clinical trials where efficacy

is the critical outcome. The same is true for special populations (pregnant women,

medical patients with smoking-related diseases) where there may be motivation to

deceive (SRNT, 2002). However, in a study such as this one, where demand

characteristics are low, the population is unlikely to be motivated to lie.

Second, because participants in this study have minimal contact with study

personnel, receiving only two proactive telephone calls over the 12-week duration of the

study- it would likely be considered very inconvenient to attend a clinic for testing.

Remuneration of participants is very common in clinical trials, and typically begins

around $50.00.

Third, this added condition could inhibit the evaluation of the interventions,

because recruitment would be more difficult, as would retention since all follow-up

contact is via the telephone and not quite as personal as going to Health Services to

provide a urine sample. Additionally, the colorimetric dipstick method would be the most

cost effective for LTPB's budget, however it is highly likely that the participant will

perceive that the provision of a urine sample to a medical professional invasive. Fourth,

even with the use ofa less invasive validation procedure, difficulties would arise and

questions regarding validity would remain. With carbon monoxide testing being
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performed on six different campuses by six different carbon monoxide monitors and

potentially twelve different peer counsellors, questions regarding the reliability would

arise due to inconsistency of administration of this measurement.

Among the general population of smokers, many studies have found that self-

reported smoking status is a highly valid form of data (Caraballo, Giovino, Pechacek &

Mowery, 2001 ; Gariti, Alterman, Ehrman, Mulvaney & O'Brien, 2002; Morabia,

Bernstein, Curtin & Berode, 2001). Biochemical verification may provide additional

assurance that self-reports are accurate, however across two separate large meta-analyses

(Velicer et al., 1992 and Patrick et al., 1994) it was determined the magnitude of inflated

quit rates is small and there is little reason to expect misrepresentation in most cases

(SRNT, 2002). Therefore self-reported cessation and reduction is most appropriate for

this study and for this population.
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CHAPTER THREE: METHODOLOGY

Purpose

The purpose of this randomized controlled trial was to evaluate the effectiveness

of three self-help interventions. Post-secondary smokers were randomly assigned to one

ofthree treatment conditions. In all three treatment conditions, participants received self-

help smoking cessation resources supplemented with one proactive telephone support call

from a trained "peer counsellor" during the fourth week of the study. To determine

which treatment condition was most effective at promoting abstinence or reduction,

baseline and 12-week follow-up data were collected. Analyses were ran to assess whether

there were any differences across treatments and over time in the proportion of

intervention-users who: attempted to and/or successfully quit smoking; advanced to a

'higher' stage of change; reduced the amount oftobacco consumed; and experienced

feelings of greater self-efficacy to resist temptations to smoke.

Research Questions

Based on the literature review and the stated purpose ofthe study, the following

research questions were of interest in the current study.

Smoking Cessation and Cessation-related Outcomes

Given that smoking cessation is an outcome ofprimary importance, the first

research question is:

1

.

Which treatment condition produces the greatest proportion of successful quitters,

as assessed by self-reported 7-day point prevalence abstinence at the end of 12-

weeks?
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Because progress through the stages ultimately leads to successful quitting, the

second cessation-related research question is:

2. Which treatment condition promotes the greatest progress through the stages from

baseline to 12-week follow-up?

Additional cessation-related questions. During the course ofthe study, these

cessation-related questions also arose in order to provide a better explanation of the

findings:

3. Across the three treatment conditions, is successful quitting associated with

greater use of the self-help intervention materials?

4. Which treatment condition produces the greatest improvement in self-efficacy to

resist smoking temptations from baseline to the 12-week follow-up?

5. Is use of other quitting aides associated with treatment condition?

Continuing Smoking and Smoking-related Outcomes

Because the majority of smokers using the interventions are not expected to

achieve total abstinence, a number of non-cessation outcomes are of interest in the

current study. Therefore, the following research questions are posed:

6. Which treatment condition produces the greatest proportion of smokers making

quit attempts of at least 24 hours?

7. Which treatment condition produces the greatest improvement in self-efficacy to

resist smoking temptations from baseline to the 12-week follow-up?

8. Which treatment condition generates the largest reduction in self-reported weekly

tobacco consumption from baseline to the 12-week follow-up?
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Additional Research Questions

Comparingparticipants who did and did not quit smoking. After determining

which ofthe self-help interventions was most effective, the following additional research

questions were included in the analyses. This was anticipated to provide a better

understand characteristics ofpost-secondary smokers who were able to quit smoking:

9. Are there baseline differences in the smoking behaviours of quitters and still-

smokers, where behaviours of interest include estimated level of nicotine

addiction, frequency of tobacco use in the past 30 days, and weekly tobacco

consumption.

10. Are there baseline differences in the living conditions of quitters and still-

smokers, where living with persons who smoke is the condition of interest?

11. Are there baseline differences in quitting intentions and previous quitting

behaviours of still-smokers and quitters where variables of interest include stage

ofchange and whether a quit attempt has been made in the past year.

Collection of Data

Overview

The data for this study were collected through a new Canadian tobacco control

initiative called Leave The Pack Behind (LTPB). Launched in 2000 and now operating at

ten post-secondary institutions, LTPB is a population-based comprehensive tobacco

control initiative, which targets post-secondary students at risk of initiating or continuing

smoking. Sustained, accessible programming throughout the school year is a central

feature of LTPB. Accordingly, LTPB offers a continuous multi-channel communication

campaign, and uninterrupted access to numerous smoking awareness, reduction and





Evaluation of Effectiveness 43

cessation interventions for students (including self-help programs. Clinical Tobacco

Interventions, proactive peer to peer telephone support, and motivational contests). The

available interventions reflect current wisdom in smoking cessation progranmiing. Thus,

in accordance with a recent meta-analysis of social support systems for smoking

cessation (May & West, 2000), LTPB uses *buddy' systems for quitting during the

motivational contest held in conjunction with national non-smoking week. Additionally,

because brief physician advice and Nicotine Replacement Therapy (NRT)/

pharmacological interventions are clearly effective (Fiore, Smith, Jorenby & Baker,

1994; Lancaster et al., 2000), clinical tobacco intervention training for campus medical

professionals and strong referral processes for student smokers have been established.

Campus health services have implemented clinical tobacco intervention procedures

(including flagging charts; follovdng the ask-advise-assist-arrange approach, etc.).

Finally, LTPB offers smokers the One Step At A Time self-help program supplemented

with two proactive telephone contacts, based on empirical evidence that stage-matched,

self-help print programs, combined with briefpersonalized support, are effective at

assisting smokers to quit (Abram, Orleans, Niaura, et al., 1996; Lancaster et al., 2000;

Lichtenstein et al., 1996; Norman et al., 2000; Petrocelli, 2002; Prochaska, 1996; Skinner

et al., 1999). These programs and services are made readily available to smokers through

twice weekly display centres, drop-in services, presentations to classes and residences at

campus events throughout the entire school year.

Based on the existing infrastructure, LTPB offered an ideal platform for the

proposed study. Using existing personnel, information management systems and
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resources, it was a relatively simple matter to introduce the treatment conditions needed

for the current study.

Data Collection Sites

School selection. Universities that had been implementing LTPB for at least one

year were included in the study. This ensured that the initiative was established on

campuses with the necessary support structures to facilitate the research project. The six

universities included: Brock University, University of Guelph, McMaster University,

Queens University, University of Toronto, and the University ofWindsor. This purposive

sample of six universities in Southern Ontario is considered satisfactorily representative

ofthe 17 universities within the province, as it includes a range of liberal arts,

comprehensive and medical schools. Ethical approval was received for all six schools

(see Appendix B).

Participants. Prevalence of smoking for this cohort range from 17% to 40%

(Adlaf et al., 2003; Emmons al., 1998; Everett et al., 1999; Fiore et al., 1993; Wechsler et

al., 1998). Using the average (29%) ofthese prevalence rates and a 99.9% confidence

interval, it was determined that the six schools (73,142 full-time students) needed to

recruit a minimum of216 students into this study to assess the effectiveness of self-help

smoking cessation programs for university students. All participants were self-identified

smokers, who voluntarily accessed Leave The Pack Behind, and agreed to participate in a

study to evaluate self-help smoking cessation resources. As they were recruited into the

study, participants were randomly assigned to one of three treatment groups described

below.
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Materials

The baseline questionnaire developed for this study is presented in Appendix C.

Interview Support protocols and questions for the 4-week intervention check are

presented in Appendix D and E respectively. The Interview Support protocol and

questionnaire for the 12-week follow-up are presented in Appendices F and G

respectively. The descriptions ofeach measure are accompanied by reference to the

specific survey items that comprise the measure. While additional measures were

administered for program evaluation purposes, only those measures related to this study

are described below.

Baseline Questionnaire

See Appendix C to view the Baseline questionnaire.

Demographic data. Basic demographic data were collected from all respondents.

Measures included: gender (question 14) and place of residence, where participants

selected from the options: with parents/ guardians; in residence; or off-campus (alone or

with others) (question 10).

Smoking behaviour. In order to ascertain the current smoking status of

participants, standardized items from a Canadian smoking surveillance report were used

(Bercovitz, Brown, Leis, Loiselle, McDonald, Polland et al., 1999). Respondents

indicated whether or not they have smoked 100 or more whole cigarettes in their lifetime

(question 1). They also responded to questions which asked how often they had smoked

in the past month (every day or almost every day; on some days each week; once or twice

all together; or, did not smoke at all), and how many cigarettes they typically smoked on

those days when they did smoke (a few puffs or less; 1-5 cigarettes a day; 6-10 cigarettes
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a day; more than 10 cigarettes a day). Weekly smoking behaviour was measured by

asking the participants how many cigarettes they had smoked in the last week (question

2). Participants were able to indicate either the number of packs or the number of

cigarettes they had smoked. For analyses, a pack was considered to be equivalent to 20

cigarettes. To estimate level of addiction, the standardized self-report mesisure that was

used is derived from the Fagerstrom Test for Nicotine Dependence (Fagerstrom, 1978 as

cited in Colby, Tiffany, Shiffman and Niaura, 2000). Respondents were asked to report

how soon after they awake they have their first cigarette: within five minutes; within 6-30

minutes; within 31-60 minutes; after more than an hour (question 3). This single item

proxy measure has been considered to offer a valid estimate ofnicotine addiction (Colby

etal.,2000).

Quitting intentions and behaviours. To assess quitting intentions and behaviours,

respondents were asked to report the number of intentional quit attempts they had made

in the past year (question 6), and in the past month (question 7). In order to determine

smokers' readiness to quit smoking (i.e., stage of change), participants completed a

modified staging algorithm (question 8) that assessed intention to quit in the next six

months, next month, or next week {cf. Prochaska, 1994; Prochaska, 1996; Prochaska,

DiClemente & Norcross, 1 992). Smokers were classified in the precontemplation stage if

they did not intend to quit in the next six months; the contemplation stage if they intend

to quit in the next six months (but more than a month from now); and the preparation

stage if they intend to quit in the next month.

Self-efficacy. Participants reported how sure they were that they could resist the

temptation to smoke when they are bored, when they are stressed, when they are partying



JCO •

j:"i^

lj.. ;t'-l

/'/in

^j.fJOul



Evaluation of Effectiveness 47

vdth friends, and when they are offered a cigarette (question 13). Participants rated these

items on 7-point bipolar scales with the anchors not at all sure (1) and very sure (7). The

four scores were summed to produce an overall measure of self-efficacy to resist the

temptation to smoke. A lower score (minimum 4) was indicative ofthe participant having

low self-efficacy in resisting the temptation to smoke, while a higher score (maximum

28) was indicative of high feelings of self-efficacy.

Intervention Check

See Appendix D and E to view the Interview Support protocol and questions

assessed during the support call.

Use ofintervention materials. To assess participants' use ofthe intervention

materials, questions were asked during the four-week support call. Specifically,

participants were asked to report: how much of the information they read; how often they

wrote in the spaces provided; how often they did the tips suggested in the materials; and

how much ofthe advice in the materials they found helpful. Participants rated these items

on 7-point bipolar scales with the anchors none or never (1) and all or always (7).

12-Week Follow-up

See Appendix F and G to view the hiterview Support protocol and the 12-week

questionnaire.

Quitting status. After rapport was re-established with participants, quitting status

was assessed. Namely, participants were asked if they had: smoked even a puffin the

past 24 hours (question 2) and ifthey had smoked even a puffin the last seven days

(question 3). Only those respondents, who indicated no to both questions - i.e., had not

smoked even a puff for seven consecutive days prior to the follow-up call - were
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considered to have successfully quit smoking. Those successful quitters were asked to

specify the number of days that they had been smoke-free (question 4).

Smokers' behaviours. Participants who were still smoking at the 12-week follow-

up (i.e., had not been completely smoke-free for the past seven days), were asked to

report how soon after they awake they have their first cigarette: within five minutes;

withm 6-30 minutes; within 31-60 minutes; afler more than an hour (question 8). They

were also asked the number of cigarettes/packages smoked in the last week (question 7).

As was done at baseline, scores based on number ofpackages smoked were re-calculated

to produce an overall score for number of cigarettes smoked weekly.

Smokers ' intentions and behaviours related to quitting. Respondents were asked

ifthey planned to quit smoking in the next six months and if so, if they planned to quit in

the next month (question 9). Based on this modified staging algorithm, smokers were

classified in the precontemplation stage ifthey did not intend to quit in the next six

months, the contemplation stage ifthey intend to quit m the next six months (but more

than a month from now), and the preparation stage if they intend to quit in the next

month. (Respondents who had quit were classified as being in action). Finally, to assess

quit attempts made in the past three months, respondents reported: whether they were

trying to quit 'right now' and whether in the past three months since entering the study

they had tried to quit smoking (question 10), and if so, for how long.

Smokers ' self-efficacy. Participants who did not quit reported how sure they were

that they could resist the temptation to smoke when they are bored, when they are

stressed, when they are partying with friends and when offered a cigarette (question 11).
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The overall measure of self-efficacy to smoke utilized the same 7-point bipolar scale and

was calculated the same way that the baseline measure was summed.

Use ofother quitting aides. Upon conclusion of the interview, all participants

were asked to qualitatively report if they had used any other quitting aides in the last

three months (question 12). Answers were classified into two categories to acknowledge

formal quitting aides that have been studied and are most commonly promoted by health

care and public health practitioners. The two categories were, to have used no other

formal aides and using Nicotine Replacement Therapy or Zyban. Answers such as using

other print materials, speaking with a peer counsellor, using alternative homeopathic

remedies were included in the category, using no other formal quitting aides.

Quitters ' behaviours and efficacy. Participants who indicated that they had quit

were asked: how long had they been smoke-free (question 4). Quitters were asked to

report how sure they were that they could resist the temptation to smoke when they are

bored, when they are stressed, when they are partying with friends and when offered a

cigarette (question 6). The overall measure of self-efficacy to smoke utilized the same 7-

point bipolar scale and was calculated the same way that the baseline measure was

summed. Finally, quitters were asked to report if they had used any other quitting aides in

the last three months.

Procedures

Research Personnel and Training

Research assistants. Peer counsellors for LTPB collected the data according to the

protocols described below. It should be noted that these peer counsellors - two per
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campus - were upper level undergraduate or graduate students in Psychology, Nursing, or

a related discipline. As a condition of their employment with LTPB, all peer counsellors

completed a rigorous, full-day "Smoking Stages of Change*' training workshop led by a

clinical psychologist and a registered nurse and sponsored by the Ontario Tobacco

Control Strategy's Program Training and Consultation Centre. They also received

extensive, in-house training and instruction regarding issues of professional conduct and

protection of clients' privacy. The LTPB Manager (a registered nurse with 15 years of

experience in tobacco counselling) and the LTPB Research Coordinator regularly

monitored all peer counsellors through site visits.

Trainingfor data collection. In addition to the LTPB training, the researcher

(H.T.) provided a full-day training session specific to data collection for this thesis. For

the training session peer counsellors received a written description of the study protocol

and relevant ethical issues that they were required to read before attending the training

session. At the training session, the researcher reviewed the study protocol, step-by-step.

First, peer counsellors were taught how to invite potential participants into the study,

being sure to fully inform them of the nature of their participation, the purpose of the

study, and the availability of all LTPB services whether or not they chose to take part.

Next, peer counsellors were trained in the procedures of obtaining fully-informed, written

consent from participants for the study, and addressing participants' inquiries about who

would have access to the data, and how the confidentiality of their answers would be

safeguarded. Additionally, peer coimsellors were trained to administer the 4-week and

12-week follow-up telephone interviews. Specifically, in accordance with LTPB

telephone counselling protocols, peer coimsellors learned how to: structure the telephone
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calls , (re)-establish rapport with participants, and provide support. Finally, peer

counsellors received training in data handling procedures (detailed below), to ensure that:

(1) participants' personal data needed for telephone counselling procedures (i.e., name,

phone number, stage of change) were transferred from the baseline questionnaire to the

counsellor's records; (2) participants' anonymous baseline surveys were securely

forwarded to the researcher at Brock University; and (3) participants' signed consent

forms were kept in a secure location on their own campus.

Throughout the training session, peer counsellors role-played the procedure for

the study. The researcher was able to ensure correct understanding (thus standardization)

ofprocedures, and that peer counsellors were confident and skilled in conducting the

study procedures.

Monitoring ofpeer counsellors. The researcher and the LTPB Research

Coordinator monitored data collection through weekly telephone and email contact. This

personal contact with each peer counsellor was useful in assisting the counsellor to

resolve difficulties in reaching participants and ensuring that no data was lost due to

incorrect or incomplete data processing.

Treatment Conditions

Self-help materials and support calls. As subjects entered the study, they were

randomly assigned to one of three conditions: One Step At A Time plus telephone

support; SmokelQuit plus telephone support; or usual care 'Quit Kit' materials plus

telephone support. In the One Step At A Time condition, participants received the

Canadian Cancer Society's, One Step At A Time self-help smoking cessation program.

While the primary goal of the 4-week follow-up was to offer peer support matched to the smoker's stage of change,

peer counsellors also asked the respondent four questions about their use of the interventions. The protocol for the 12-

week follow-up call included asking questions to assess all expected outcomes, as well as offering 'termination'

counselling.
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The two-booklet One Step At A Time program is considered to be the gold standard of

self-help interventions for adults in Canada. The first part ofOne Step At A Time is a

short booklet for precontemplative smokers. The second, thicker booklet is geared

towards smokers in contemplation, preparation, action and maintenance. The second

booklet is text-intensive, has many experiential and visualization exercises, and includes

a count-down quit plan for adult smokers. The complexity ofthe booklet potentially

makes it difficult for readers to select cessation information and exercises that are of

relevance to them. However, it does provide a number of effective exercises that the

smoker may not have been aware of or used in earlier attempts to quit smoking. See

Appendix H for a copy ofthe One Step At A Time self-help booklets.

In the SmokelQuit condition, participants received the new resource developed by

LTPB. Like One Step At A Time, Smoke|Quit also contains two booklets. Smoke is for

precontemplative smokers. It contains less text and fewer exercises than the One Step At

A Time booklet, and is supplemented with interesting information about tobacco

companies. Quit is designed for smokers in contemplation, preparation and action; but it

is far less text-intensive than One Step At A Time, has only essential exercises, and

presents current research and a quit-plan aimed specifically at post-secondary students.

See Appendix I for a copy of the Smoke|Quit self-help booklets.

In the usual care condition, participants received a Quit Kit that contained the

Heart & Stroke Foundation's resource booklet on "Coping with Stress," pamphlets about

Zyban^^, and other nicotine replacement therapies such as the nicotine patch and gum, a

wallet-size card to track their tobacco consumption and a one-page handout on how to

quit smoking, as well as items such as chewing gum, hard candy, pencils, straws.
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marbles/ shiny rocks etc. These novelty items were suggested to be used as distraction

strategies to be used when quitting or reducing smoking. A handout was included to

direct smokers how to use the items in the Quit Kit and encourage them to keep busy

with the items provided instead of smoking. See Appendix J for a copy of the materials in

the usual care condition.

In addition to these self-help resources, all participants received: a copy ofthe

information/consent form; contact information for the provincial smokers telephone

helpline; a flyer listing reasons to quit smoking; a LTPB fridge magnet with LTPB's web

site address, and a 4-week and 12-week follow-up support call from the peer counsellor.

See Appendix K for a list of the materials that all participants received and Appendix D

and F for the Interview Support Protocols.

At both the 4- and 12-week follow-ups, peer counsellors commenced the phone

call by introducing themselves, and reminding participants that they previously agreed to

participate in a study of smoking cessation materials.^ The peer counsellor then

completed the standard LTPB counselling protocol and replied to participants' smoking-

related questions. At the 4-week follow-up, after this support was offered, data were

collected to assess participants' use of the intervention package. At the 12-week follow-

up, peer counsellors went on to assess participants' smoking and quitting behaviours and

intentions, as well as their self-efficacy to resist the urge to smoke under certain

conditions. To end the phone call, the peer counsellor thanked subjects for their

participation and encouraged them to continue using the materials that they received. The

peer counsellor also reminded participants of the $10 movie pass "draw" on their campus

2
The peer counsellor further reminded participants that their data was going to be forwarded to the researcher, with

only the identifying code and not their name, thus ensuring anonymity of their responses. The peer counsellor then

obtained participants' consent to continue with the telephone follow-up and reminded them that they may withdraw

participation from the study at any time.
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(for all participants), and the small incentive they would receive at the 12-week follow-

up.

Assignment to treatment conditions. To ensure that assignment of participants to

treatment conditions was blind, all intervention materials were packaged in identical

envelopes. Each envelope was pre-coded with a unique identifier code, and attached to

each envelope was an information page, a consent form, a letter-size envelope, and a

baseline questionnaire (pre-coded with the same unique identifier as the envelope). Each

university received a box containing 35 bimdles of each set of materials - placed in

random order so peer counsellors would not know the contents of each package.^ Only

the researcher held the codebook that indicated which condition was represented by the

identifier code on the envelope/ baseline questionnaire.

Data Collection

Participant recruitment. Ethical approval was received fi-om the six participating

schools to recruit students as they accessed smoking cessation programs/services offered

by LTPB fi-om September 2002 to April 2003. Participants in this study were recruited

fi-om September 2002 to January 2003. Recruitment of participants continued in February

and March as part ofLTPB progranuning, but was not used for this study, as a 12-week

follow-up would not have been possible.

Consentprocedures. LTPB peer counsellors who were trained to administer the

study asked all individuals who visited the display table ifthey were interested in being

part ofa study of smoking cessation resources for imiversity students who smoke.

^ Of course, participants may have opened their packages in the presence of the LTPB PC. Therefore, there

is a possibility that PCs could have learned of participants' assignments. Nevertheless, this information is

not recorded on PCs' tracking forms, and is not expected to have influenced the 4- and 12-week telephone

protocols.
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(Individuals were also told that access to LTPB programs and services would not be

contingent upon participating and that individuals who completely abstain from tobacco

use were not eligible to participate in the study). A short verbal explanation of the nature

and purpose of the study was given to potential participants: they were informed that they

would receive a package of smoking

cessation-related materials to review and two proactive telephone calls (in 4 weeks and

12 weeks) from a trained peer counsellor who would provide one-on-one feedback then

administer a short survey to find out their response to the materials. After providing this

explanation, the peer counsellor informed potential subjects, that individuals who were

contacted for the 4-week follow-up had a chance to win a $10 movie pass, and those who

were contacted for the 12-week follow-up interview would automatically receive a $2 gift

certificate for Tim Hortons. A minimal compensation was offered to participants to thank

them for their participation, a higher incentive was not financially possible and could

have been considered to be coercive.

Following the verbal explanation of the study, the LTPB peer counsellor gave the

smoker an information and consent form (see Appendix L) that explained the study in

detail, a pre-coded baseline questionnaire (see Appendix C), and a business envelope in

which to submit their completed questionnaire and consent form. The information page

stressed that participation was voluntary, completely confidential (no name, only a code,

was on the materials received by the researchers), and that results would be made

available at their request. Smokers who wanted to be in the study completed the consent

form. They also provided a home and mobile telephone number where the peer

counsellor could reach them for the 4-week and 1 2-week follow-up calls. (Smokers who
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declined participation in the study received all the relevant smoking cessation materials,

and the telephone support they needed through LTPB).

Baseline data collection and handling. After signing the consent form,

participants completed the brief, paper-and-pencil questionnaire at the display table. They

placed both their consent form and questionnaire into the business envelope provided,

and submitted this to the peer counsellor who placed it into a 'ballot box' that was kept

behind the display table. After the peer counsellor received the sealed envelope, the

package of materials (with the matching identifier code) was given to the student. Upon

conclusion of the display, the 'ballot box' was delivered to the LTPB campus office

where the contents were removed and placed into a locked filing cabinet for the peer

counsellors to process on a weekly basis. Processing ofthe baseline data involved:

opening the envelopes containing baseline questionnaires and consent forms; recording

information needed for counselling procedures; mailing the anonymous surveys to Brock

University, each enclosed in a separate business-size envelope, and filing consent forms

in a locked cabinet. Participants' personal information was recorded in peer counsellors'

confidential 'data collection binders.' (At the training session, each peer counsellor

received a binder containing all research materials needed to ensure accurate, confidential

data handling). This binder was divided into 24 sections representing one week of data

collection. Each section was marked by a tabbed divider on which was written the week-

number, dates, and a label with directions regarding which follow-up interviews were to

be completed during that week, (see Figure 1). Also included in the binder were blank

'Participant Tracking Sheets' (Appendix M).
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identifier code. Immediately upon completion of the follow-up phone call, the peer

counsellor transcribed any commentary that would aid 12-week counselling to the

subject's existing Participant Tracking Sheet. The anonymous, coded data collection form

was sealed in a small envelope, then packaged in a larger envelope which was mailed to

the researcher on a weekly basis.

Twelve-week data collection and handling. The same procedures described for the

4-week data collection were used at the 12-week follow-up. Furthermore, the

participants' Tracking Sheets were removed from the peer counsellor's data collection

binder, and filed in a locked cabinet, separate from the consent forms.

Debriefing

Subjects were thanked by the peer coimsellor for their participation and told when

to access the LTPB website for a short summary of initial results. Arrangements were

also made for participants to receive their $2 coupon. Peer coimsellors offered two

choices for participants to receive their coupon: a) either they could pick it up at the

LTPB campus office or b) the peer coimsellor could mail it to them directly, ifthey

v^dshed to provide their mailing address. See Appendix N for the Debriefing/Thank you

letter that was enclosed with the gift certificate.

Follow-up with Lost Participants

Subjects who withdrew at any point during the study were thanked for their

participation and interest in LTPB, reminded ofthe services available and encouraged to

seek help again when they are ready.





Evaluation of Effectiveness 59

ProposedAnalyses

Data Cleaning

Data Input Procedures

Each week, data were immediately entered into the SPSS Inc. version 1 1 .5

program upon delivery of data collection forms from each ofthe six campuses. As data

were entered, the researcher checked for missing cases based on follow-up calls

scheduled to occur that week. Where cases were missing, the researcher contacted the

appropriate peer counsellor to ensure that follow-up was possible and emphasize the

importance of reaching all participants.

Screening the Data

Prior to beginning data analysis, standard cleaning procedures were implemented

to check for input errors and assess statistical assumptions. To ensure greater confidence

in the results, frequencies were run to find any key-punch errors. For continuous

variables, mean, skewness, kurtosis and standard deviation were also calculated to ensure

that the data were normally distributed (Howell, 2002). Any value that appeared to be an

outlier was investigated and surveys were pulled to detect any entry errors.

ProposedAnalyses to Establish and Describe the Final Sample

Overview

Prior to analyzing the effectiveness ofthe interventions, analyses were conducted

to ensure that participants from the six different schools represented a homogenous group

in terms of their baseline smoking and quitting behaviours and intentions. Assuming that

students from the six schools would be sufficiently similar to allow their data to be
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pooled, the proposed data analysis also called for an assessment ofthe representativeness

of the final sample by comparing participants who completed the 12-week follow-up to

participants who did not complete the 12-week follow-up, in terms of their baseline

behaviours and intentions. For these proposed analyses, alpha was conservatively set at

.01 to reduce experiment-wise error. In the case of parametric statistical tests,

assumptions were checked, and where assumptions were violated, nonparametric tests

were used (Howell, 2002).

Comparisons Among Schools

Chi square tests were used to assess associations between which school

participants attended and their responses on variables measured at the nominal or ordinal

level (i.e., frequency of smoking in the past 30 days, stage of change, whether a quit

attempt was made in the past year, how often people living with the participant smoke).

With school as the grouping variable, oneway ANOVAs - or in the case of skewed data,

Kruskal-Wallis tests - were planned for analyses ofcontinuous data, including weekly

tobacco consumption and self-efficacy to resist temptations to smoke (Howell, 2002).

Participants Lost to Follow-up

Some loss of data was expected due to participants entering the study too late in

the school year to receive a 12-week follow-up phone interview. Therefore, the proposed

analyses called for frequencies to be run to examine the proportion of participants who

entered the study so late in the school year that their scheduled follow-up could not be

conducted. Beyond that, it was proposed that baseline scores of participants who

ultimately did complete the 1 2-week follow-up interview be compared to those of

participants who did not complete the 12-week follow-up. Separate chi square tests were
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done to determine whether the following variables were independent of completion of the

12-week follow-up: gender; place of residence; how often people living with the

participant smoke; frequency of smoking in the past 30 days; stage of change; whether a

quit attempt was made in the past year. Differences in weekly tobacco consumption and

self-efficacy of participants who did and did not complete the 12-week follow-up were

assessed using /-tests (or Maim-Whitney (/-tests should the data be skewed)(Howell,

2002).

Equivalence ofIntervention Groups

To ensure that random assignment to treatment conditions produced equivalent

groups, comparisons of smoking and quitting behaviours and intentions of participants in

each of the three treatment conditions were planned. The analyses mirrored those

proposed for the comparisons of schools.

ProposedAnalyses to Address Research Questions

Overview

Further analyses were intended to detect differences across the treatment

conditions in terms of participants' smoking and quitting behaviours and intentions.

Thus, treatment condition was used as the grouping variable. Where outcomes under

consideration were measured at a nominal or ordinal level (e.g., cessation status at the 12-

week follow-up, use of other smoking cessation aides, quit attempt made in the past three

months, stage of change), chi-square tests were planned in order to assess the dependence

ofthe outcome on treatment condition. For continuous variables such as length of time

smoke-free, weekly tobacco consumption, self-efficacy, and use of interventions, analysis
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of variance was intended. Repeated measures ANOVAs were proposed where differences

over both time and treatment were of interest, while one-way ANOVAs were used to

assess between-treatment differences. Alpha was set at .05 for all omnibus statistical

tests. It was further proposed that significant overall/tests be followed up with Dunnett's

planned comparison test, using an alpha of .05. This test is applicable to designs with one

control group (in this study, usual care) and multiple treatment groups. The Dunnett's test

is also more powerful than the Bonferroni when sample sizes are smaller than expected

(Howell, 2002). Finally, other analyses were also plarmed in order to examine whether

and to what extent smokers who ultimately quit smoking differed from those who

continued to smoke.

Successful Quitters and Cessation-Related Outcomes

Planned analyses to assess the relative effectiveness of the three treatment

conditions at producing successful quitting and cessation-related outcomes included the

following. First, a chi-square test ofthe proportion of smokers in each condition who

advance through the stages of change was planned. Another chi-square analysis was

proposed to determine whether the proportion of smokers who quit smoking differs for

the three treatment groups. A oneway ANOVA with treatment condition as the grouping

variable was used to determine whether the length oftime quitters have been smoke-free

differs among the three treatment conditions. Although it would be desirable to conduct a

repeated measures ANOVA to assess differences in quitters' self-efficacy to resist

smoking from baseline to follow-up and across treatment conditions, final cell sizes were

expected to be insufficient. Therefore, depending on the pattern of results, univariate tests
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(e.g., paired-samples t-test, oneway ANOVA) were more appropriate to assess

differences between groups at follow-up, or across time (collapsed over treatment).

The proposed analyses also included a oneway ANOVA to determine potential

differences among treatment conditions in terms of quitters' use of the assigned self-help

materials. Finally, a chi-square test was proposed to determine whether use of other

quitting aides was independent of treatment condition.

Continuing-Smokers and Non-Cessation Related Outcomes

Analyses to assess the relative effectiveness ofthe three treatment conditions at

producing non-cessation outcomes were planned as follows. A chi square test was

planned to compare the proportion of continuing smokers in each ofthe three treatment

conditions who made a quit attempt between baseline and follow-up. A oneway ANOVA

was proposed to determine whether the duration of continuing smokers' quit attempts

differed among the three treatment conditions. Two separate repeated measures

ANOVAs, with treatment condition as the between subjects variable and time as the

within subjects variable, were proposed to examine differences over time and across

treatment conditions in continuing smokers' tobacco consumption and self-efficacy to

resist temptations to smoke. To ensure greater confidence in the results of the repeated

measures ANOVAs, assumptions related to the normal distribution of data, homogeneity

of variance, multicollinearity, missing data, and multivariate outliers must be assessed.

Issues of cell size are not expected to pose a problem.

Predicting Smoking Cessation

Analyses were planned to determine whether baseline differences existed

between participants who were still smoking at the 12-week follow-up and those who had
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successfully quit smoking. First, separate chi-square tests can be run to determine

whether participants' eventual cessation status is dependent on the following baseline

behaviours and intentions: estimated level of nicotine addiction, frequency oftobacco

consumption in the past 30 days, how often people living with the participant smoke,

whether they made a quit attempt in the past year, and their stage of change. Similarly, t-

tests can be run to examine potential differences in self-efficacy and in weekly tobacco

consumption of participants who did and did not quit smoking. Based on these results, the

proposed data analyses included a binary logistic regression with cessation status at

follow-up as the outcome, and treatment condition and other variables identified through

univariate analysis as the predictors.
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CHAPTER FOUR: RESULTS

Description of Sample

From the six campuses, 483 smokers were recruited at Leave The Pack Behind

display centres on campus. During the proactive support call made to participants four

weeks after they entered the study, 85 participants (17.6%) withdrew, with most citing

lack of time to complete the telephone call as their reason for withdrawing. These

participants were precluded from further analyses, therefore the remaining 398

participants represent those students recruited at baseline including: Brock University (n

= 70), University of Guelph (« = 56), McMaster University (w = 103), Queen's University

(w = 57), University of Toronto (n = 33) and University of Windsor (« = 79).

Participants Lost to Follow-up

From the 398 participants enrolled in the study, 179 (45.30%) did not complete a

12-week interview and 216 (54.70%) did. Attrition was largely attributable to

circumstances: students who entered the study later than mid-January had often left the

university by the time their 12-week follow-up telephone interview was scheduled. In

fact, it was determined that 86.30% ofthe participants who did not complete the follow-

up were recruited after January 13*. Because their 12-week follow-up would have been

scheduled after the school year ended, peer counsellors were not able to contact them.

Data Screening

The distribution of scores for the baseline measure of the number of cigarettes

smoked in the past week was positively skewed {M= 50.99, SD = 42.24). There were two

outlying scores. A score of200 was recoded to 1 70 and a score of 300 was recoded to

180, to make the distribution more continuous while maintaining those two scores as the
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highest in the distribution. A score of 700 was detennined to be an entry error based on

the participant's responses that she/he smoked "every day or almost every day" and

smoked "3 to 10 cigarettes" on the days that she/he smoked. It seems likely that the

participant's original score of 35 (35 x 20 = 700) represented the total number of

cigarettes - not the number ofpacks - smoked in a week. Accordingly, this participant's

score was revised to 35. The 12-week follow-up measure of smokers' tobacco

consumption was also positively skewed (Mdn = 20.00,M = 35.77, SD = 38.49), but no

outliers were present.

Sample Characteristics

Comparisons Among Schools

While university students most likely represent a homogeneous group, statistical

analyses were performed to ensure that students from each of the six universities

involved in the study were similar in terms ofthe smoking and quitting behaviours and

intentions. Baseline measures were used for all analyses and characteristics of the sample

are summarized in Table 1

.

Chi-square analyses revealed that there were no significant associations between

which school participants attended and the follovdng variables: how often they smoked in

the past 30 days, /(15, A^= 392) = 10.16, n.s.; stage of change,/ (10, A^=392) = 8.09,

n.s.; whether they tried to quit in the past year, ;^(5, N=392) = 4.58, n.s. and how often

the person(s) they lived with smoked, ;i^(15, N=39l) = 12.94, n.s. A Kruskal-Wallis test

was conducted to examine whether participants' weekly tobacco consumption differed
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Table 1

Characteristics ofthe Initial Sample and the Final Sample Completing the 12-week

Interview.

Characteristic

Entire Sample

n %

Did 12-week Did not do 12-week

n % n %

Gender

Female

Male

Place of residence

198

194

50.5

49.1

121

95

56.0

44.0

77 43.8

99 56.3

University residence
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Table 1 (continued)

Characteristics ofthe Initial Sample and the Final Sample Completing the 12-week Interview.

Characteristic

Entire Sample Did 12-vsreek Did not do 12-week

n % n % n %

Try to quit in past year

Yes 251 64.0 141 65.3 110 62.5

No 141 36.0 75 34.7 66 37.5

Frequency roommates smoke
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across the six schools. This nonparametric test showed no significant differences in

participants' weekly tobacco consumption across the schools, ;^{5, N=392) = 0.46, n.s.

Across the six schools, the average number of cigarettes consumed in a week was 50.53

(SD = 40.34). Among the six schools, participants' baseline self-efficacy scores were

compared; no significant differences between the means emerged, F(5, N=37S) = 0.91,

ns. Overall, participants felt moderate self-efficacy to resist temptations to smoke (A/=

13.44,5/) = 5.31).

Overall, these analyses demonstrate that students fi"om the six institutions are a

homogeneous group with respect to their behaviours and intentions related to smoking

and quitting. Therefore, data are pooled across schools for all remaining analyses.

Equivalence ofIntervention Groups

Random assignment to treatment is expected to produce groups with similar

characteristics. Analyses were run to confirm that this was the case. There were no

significant associations between which intervention package participants received and

any of the following baseline variables: gender, x"^(2, N=392) = 0.02, n.s.; stage of

change, x^(4, A'^=392) = 2.12, n.s.; whether they tried to quit smoking in the past year,

x\2, N=392) = 4.03, n.s. ; and how often they had smoked in the past 30 days, x^(6,

N=392) = 0.29, n.s. ANOVAs were conducted to examine potential differences in

baseline efficacy and weekly tobacco consumption. Analyses revealed that baseline self-

efficacy scores did not significantly differ across the three treatment conditions, F (2,

N=379) = 0.53, n.s. The average self-efficacy score was 13.44 {SD = 5.31). There were

also no between-group differences in terms of the weekly tobacco consumption, F (2,

^=392) =1.43, n.s.. Across the three treatment groups, the average weekly smoking rate
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was 50.53 (SD = 40.34). Overall, these analyses demonstrate that the three intervention

groups are a homogeneous group with respect to their behaviours and intentions related

to smoking and quitting. Therefore, further analyses examining treatment-related

differences are examined.

Representativeness ofthe Final Sample

Analyses were conducted to ensure that the 216 participants who completed the

12-week follow-up interview were similar to the 179 who did not in terms of their

baseline smoking and quitting-related behaviours and intentions. Characteristics of the

two groups are summarized in Table 1 unless otherwise indicated.

Treatment conditions. Participants lost to follow-up were equally divided among

the three treatment conditions, ^Q., N=395) = 2.52, n.s. The 12-week interview was

completed by 144 (36.5%) of the participants assigned to the usual care 'Quit Kit'

condition, 137 (34.7%) of those assigned to One Step At A Time, and 1 14 (31.9%) of

those in the Smoke|Quit condition.

Demographic characteristics. Chi-square tests revealed that completion ofthe

final 12-week interview was not dependent upon gender, ;i^(\,N=392) = 5.84, n.s.

Interpretation of the standardized residuals'* suggested that a trend was present, such that

more males than expected (56.3%) did not complete the 12-week interview (d = 1 .3) and

more females than expected (56.0%) did complete the final interview (d = 1.1), but

neither residual reached significance.

'* A standardized residual is a descriptive statistic that indicates the degree to which the observed frequency

ofresponses for a cell deviates from the frequency expected if the variables under investigation were

independent. A positive residual indicates that the observed value is larger than expected, while a negative

residual indicates that the observed value is smaller than expected. The magnitude of the residual indicates

whether the difference is significant, with scores greater than |1 .96| being significant at/? < .05, two-tailed.
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Although the chi-square proved non-significant, a trend was also apparent

between where students lived and whether they completed a 12-week interview, ;t^(2,

^=392) = 6.41, n.s. Among those participants reached for the 12-week interview, 107

(49.5%) lived off-campus, 81 (37.5%) lived in residence and 28 (13.0%) lived with their

parents/guardians. Among those participants not reached, 102 (58.0%) lived off campus,

45 (25.6%) lived in residence and 29 (16.5%) lived with parents/guardians. Fewer

residence students than expected did not complete the follow-up (d = -1 .5). Whether

participants completed the study protocol was not dependent upon how oflen the people

they live with smoke cigarettes, ;{^(3, A'^=391) = 0.59, n.s..

Self-efficacy to resist smoking. The 1 79 students who did not complete the follow-

up and the 216 who did complete the follow-up were compared regarding their self-

efficacy to resist the temptation to smoke. Baseline self-efficacy of participants who did

not complete the 12-week follow-up {M = 13.50, SD = 5.17) was not significantly

different than that of participants who did complete the follow-up {M = 13.39, SD =

5.43), /(377) = 0.20, n.s..

Smoking behaviours. A Mann-Whitney f/-test confirmed that there were no

significant differences in weekly tobacco consumption between participants who did {M

= 50.37, SD -41 .8) and did not complete a 12-week follow-up (M = 50.74, SD = 38.59),

l}= 18356.5, z = 0.59, n.s. Similarly, chi-square analyses revealed no significant

association between participation in the 12-week follow-up and how much they had

smoked in the past 30 days, ;i^(3, A^=387) = 2.68, n.s..

Quitting behaviours and intentions. Participation in the 12-week follow-up was

not dependent upon participants' baseline stage of change, ^{2, N=3>92) = 0.86, n.s.
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Likewise, there was no association between completing the 12-week follow-up and

having tried to quit in the past year, ^{\, N=392) = 0.33, n.s..

Summary

These analyses demonstrate that there were no differences in smoking behaviour

and intentions of participants among the treatment conditions, between the six schools

and among those who did and did not complete the 12-week follow-up. The only trend

observed was that more females than males and more residence students than expected

participated in the 12-week interview. Overall, the final sample included 216 students

who completed both baseline and 12-week measures.

Intervention Effectiveness

Successful Quitters

Behaviour Change Outcomes Among Successful Quitters

Quit rates. Among the 216 smokers who completed the 12-week interview, 25

(1 1.6%) self-reported being smoke-free based on the 7-day point prevalence measure of

continuous abstinence fi"om smoking. As shown in Table 2, whether participants quit

smoking depended upon which intervention package they received, ^^ (2, A^=216) = 6.34,

/? = .04. A greater proportion of participants who received Smoke|Quit were smoke-free

at follow-up compared to One Step At A Time or the usual care condition. On average,

participants had quit 53.46 days ago (Mdn = 42.00, SD = 38.88), with no significant

difference in the length of time smoke-free across treatments, F(2, n=25) = 1 .90, n.s..
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Table 2

Smoking Cessation Outcome at 12-Week Follow-up Based on Intervention Received
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Self-efficacy to resist smoking. Due to the small cell sizes {ns = 8, 4, and 13 for

usual care. One Step At A Time and Smoke|Quit, respectively), it was not possible to

assess changes in self-efficacy across time and treatments using a repeated measures

ANOVA. Therefore, data are presented graphically in Figure 2. As shown, all three

conditions were equally successful in improving quitters' self-efficacy to resist smoking

from baseline to 12-week follow-up with no apparent treatment interactions. A paired-

samples t-test showed that, collapsed across the three conditions, self-efficacy scores

increased from baseline {M = 14.65, SD = 5.3 1) to follow-up {M = 23.70, SD = 4.32),

/(22) = 5.87,;7 = .00.

Use ofInterventions by Successful Quitters

Treatment interventions. ANOVAs were conducted to examine potential

differences in participants' use of their interventions. Using data collected at the four-

week intervention check, analyses revealed that the amount of information read did not

significantly differ across the three treatment conditions, F(2, A^=23) = 0.45, n.s.. The

average score for amount read was 3.70 out of 7 {SD = 1 .89). There were also no

between-group differences in terms ofthe degree to which participants wrote in the

spaces provided, F(2, N=22) = 0.20, «. 5., completed the tips provided in the booklets, F

(2, A^=22) = 0.99, n.s., and found the advice in the booklets helpful, F(2, N=22) - 0.49,

n.s. Average scores for these three variables were 1 .90 (SD = 1 .77), 2.91 {SD = 1 .80), and

4.18 {SD = 2.17), respectively (all measured on 7-point scales with higher scores

indicating greater use).

Other aides. Participants' responses to the open-ended question assessing their

use of other smoking cessation aides were categorized as follows. Answers such as
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Figure 2. Changes in self-efficacy to resist smoking from baseline to 12-week follow-up

across treatment conditions among participants who quit smoking.
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nicotine gum, nicotine patch, both nicotine patch and gum, and Zyban were classified as

*used Nicotine Replacement Therapy (NRT) / Zyban^"^; while answers reflecting use of

other print materials included with the self-help booklets, advice from LTPB peer

counsellors, alternative remedies, or behaviours like chewing gum or pinning cigarette

warning labels to bulletin boards were categorized as 'did not use any other quitting

aides.' Participants' use ofNRT/ZybanT'^ (as opposed to no other quitting aides) was not

associated with treatment condition, j^ (2, N=25) = 1 .25, n.s. No more than 25% of

participants in any ofthe conditions used NRT/Zyban^"^, with 16.0% of them, overall,

using these aides.

Summary
,

SmokelQuit produced more successful quitters at the 12-week follow-up than One

Step At A Time or the Quit Kit package. All three conditions appeared to be equally

successful at producing increased efficacy by the follow-up; however, small sample sizes

precluded complete statistical analysis. Participants reported moderate use of and

adherence to information and behavioural advice provided in the intervention materials.

Finally, treatment condition was not related to use of additional quitting aides, whereas

no more than one-quarter of quitters in any particular condition had used the

pharmacological aides.

Continuing Smokers

Behaviour Change Outcomes Among Continuing Smokers

Among the 216 participants, 191 had not experienced at least seven consecutive

days of continuous abstinence immediately prior to the 12-week follow-up call. Although
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these participants were classified as 'still-smokers,' they did experience other positive

outcomes as described below.

Quit attempts. Of interest in this study was the proportions of smokers in the Quit

Kit (usual care). One Step At A Time and Smoke|Quit conditions that made a quit

attempt of at least 24 hours during the study period. When asked the question: In the past

3 months, since entering the study, didyou try to quit smoking? a total of 186 smokers

responded. (All who had made a quit attempt had stayed smoke free for at least a day).

There was no significant association found between which package participants received

and whether they had made a quit attempt in the past three months,^ (2, A^=l 86) = 3.00,

n.s.. Overall, 46.2% of the still-smokers had tried to quit. Among the 85 continuing

smokers who had made a quit attempt, the duration ofthe attempt did not differ across

treatment conditions, F(2, A'=85) = 1 .86, n.s.. The average length of their quit attempt

was 18.43 days {SD = 21.44).

Self-efficacy to resist smoking. A repeated measures ANOVA was conducted to

examine whether still-smokers' self-efficacy to resist temptations to smoke differed

across intervention groups and from baseline to 12-week follow-up. Assumptions related

to multivariate normality, outliers, homogeneity of variance-covariance matrices, and

linearity were assessed. For each condition, distributions ofbaseline and 12-week self-

efficacy scores were found to be normal. There were no cases with outlying scores {p <

.001); linearity existed; and non-significant results for Box'sM and Levene's tests of

univariate homogeneity of variances showed that assumptions ofhomogeneity of

covariance matrices and univariate variance were satisfactorily met. The repeated

measures ANOVA produced a significant main effect for time such that self-efficacy
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scores increased from baseline (A/= 13.26, SD = 5.46) to follow-up (A/= 16.24, SD =

5.05), F(180, A^=183) = 46.07,/? = .00. No interaction was observed between treatment

condition and time, 7^(180, A^=183) = 0.07, n.s. The between-subjects effect was also

found to be non-significant F(2, N= 1 83) = 1 .02, n.s.. Data are presented graphically in

Figure 3.

Weekly tobacco consumption. Among the 191 still-smokers, 189 reported their

weekly tobacco consumption at baseline and at the time of the 12-week follow-up

interview. A repeated measures ANOVA was conducted to examine whether there were

changes in tobacco consumption across time and conditions. Assumptions related to

multivariate normality, outliers, homogeneity of variance-covariance matrices, and

linearity were assessed. For each condition, baseline and 12-week scores for weekly

tobacco consumption were assessed for normality. Although some non-normality

occurred because the data were skewed, robustness to violations of multivariate normality

(due to skewness) is expected if cell sizes are sufficiently large (Tabachnick & Fiddell,

2001). Therefore, no transformation of scores on the dependent variables was conducted.

Assumptions related to homogeneity of covariance matrices were met; Box'sM and

Levene's tests of equality of univariate variances were non-significant. As was the case

for self-efficacy, a significant main effect was detected for time, F(186, A^=189) = 25.00,

p = .00, such that reported rates of weekly tobacco consumption decreased from baseline

(M= 54.01, SD = 42.08) to follow-up (M= 40.50, SD = 38.55). No interaction was

observed between treatment condition and time, F(l 86, N=\ 89) = 0.04, n.s.. The

between-groups effect also proved to be non-significant, F(2, «=189) = 0.54, n.s,. See

Figure 4 for a graphical presentation of the data.
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Figure 3. Changes in self-efficacy from baseline to 12-week follow-up across treatment

condition among participants who did not quit smoking.
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Figure 4. Changes in weekly tobacco consumption from baseline to 12-week follow-up

across treatment condition among participants who did not quit smoking.
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Summary

Among the 191 participants who had not been completely smoke-free for seven

consecutive days immediately prior to the 12-week follow-up call, 46.2% had made a

quit attempt (with no significant differences across treatment conditions). Interestingly,

from baseline to the 12-week follow-up, all three conditions produced similar and

significant decreases in weekly tobacco consumption and increases in self-efficacy to

resist smoking.

Comparing Continuing Smokers to Successful Quitters

To better understand the contribution ofthe interventions to participants' success

at quitting, analyses were run to examine potential baseline differences between

participants who successfully quit smoking at follow-up and those who continued to

smoke.

Smoking and Quitting Behaviours and Intentions

Smoking behaviours. Successful quitters and still-smokers did not significantly

differ in their estimated level of addiction to tobacco at baseline measurement ^{3,

N=2\A) = 2.64, n.s. Overall, 9.8% smoked within fewer than 5 minutes of awaking,

30.8% smoked within 6-30 minutes, 17.8% smoked within 31-60 minutes, and 41.6%

smoked more than an hour after awaking. The two groups did, however, differ in terms of

their smoking behaviours. A chi-square test revealed that frequency oftobacco

consumption in the past 30 days at baseline was associated with cessation outcome at the

12-week follow-up, ;t^(3, A^=216) = 21 .35,/? = .00. As shown in Table 3, the majority of

still-smokers (86.4%) indicated at baseline that they smoke every day or almost every
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Table 3

Smoking Cessation Outcome at 12-Week Follow-up According to Baseline Frequency of

Smoking in Past SO Days

Quit Smoking Still Smoking

Frequency " ^
H^ n % (^

Not at all 3 12.0 3.20 2 1.0 -1.20

Once or twice all together 4 16.0 2.60 6 3.0 -1.00

Some days each week 3 12.0 0.40 18 9.4 -0.10

Daily or almost daily 15 60.0 -1.30 165 86.4 0.50

/(3,A^=216) = 21.35,/? = .00.

* standardized residuals indicate the direction and degree of departure of observed scores from

expected scores; positive residuals indicate more observations than expected; residuals above

1 1 .96| are significant at/? < .05, two-tailed.
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day, while only 60.0% of successful quitters reported smoking daily. Similarly,

participants who quit smoking reported smoking significantly fewer cigarettes at baseline

(M= 25.28, SD = 30.31) relative to participants who did not quit (M= 53.81, SD =

42.54), U= 1321 .50, z = -3.64,p = .00. Finally, with respect to how often the people

participants live with smoke, no significant association was found between participants'

smoking cessation outcome at 12-week follow-up and how often member of their

household smoke, ;^{2, N=215) = 1.53, n.s. Overall 46.5% of participants reported that

the people they lived with smoked regularly, 19.1% of respondents indicated that

household members smoked fi-om time to time, and 34.4% indicated that the people they

lived with did not smoke at all.

Quitting intentions and behaviours. Not surprisingly, there was a significant

association between stage ofchange at baseline and whether or not participants quit

smoking at follow-up, ;i^(2, ^^=216) = 6.22,p = .05. As shown in Table 4, almost twice as

many participants who quit smoking at follow-up were in the preparation stage at

baseline (60.0% and 38.2%). Likewise, results revealed that a greater proportion of

successful quitters (84.0%) than still-smokers (62.8%) had made a quit attempt in the past

year, ;j^(l, A^=216) = 437,p = .04. Finally, no significant difference was observed in

quitters' self-efficacy to resist smoking temptations (M= 14.54, SD = 5.23) and still-

smokers' self-efficacy to resist smoking (A/= 13.24, SD = 5.45), /(203) = -1.1 1, «.5.

Contribution ofInterventions to Successful Quitting

Based on significant univariate differences between participants who did and did

not successfiil quit smoking, logistic regression analysis was conducted. The binary

outcome of smoking cessation status was regressed on whether or not participants tried to
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Table 4

Smoking Cessation Outcome at ll-Week Follow-up Based on Baseline Stage ofChange





Evaluation of Effectiveness 85

quit in the past year, whether they smoked daily or less than daily, and dummy variables

for stage and package. All variables were entered simultaneously. Test ofthe full model

with all four predictors against a constant-only model was statistically reliable, x^(6,

N=216) = 27.5 l,p = .00, indicating that the predictors as a set reliably distinguished

between quitters and still-smokers. Prediction was however relatively weak with

Nagelkerke's /?^= .23. While overall classification was correct for 88.9% of the cases,

only 12.0% of successful quitters were correctly classified. Table 5 shows Wald statistics

and odds ratios for each ofthe predictors. Of note, increased odds of being a quitter were

associated with a past attempt to quit and receiving Smoke|Quit as opposed to One Step

At A Time, while being in precontemplation as opposed to preparation and smoking daily

decreased the odds of being a quitter.

Influence ofthe Treatment Conditions

Stage movement. To determine which treatment condition was most effective at

producing stage movement, stage movement was calculated by subtracting participants'

final stage by their stage at baseline. This produced a score between -2 and +3. No

significant association was found between treatment condition and stage movement

during the study period, ;t^(10, //=216) = 8.71, n.s. Overall, there were 6.0% of

participants who decreased two stages, 14.4% decreased one stage, 47.7% remained in

the same stage, 24.1% of respondents advanced one stage, 4.6% had advance two stages

and 3.2% advanced three stages.

Use ofadditional quitting aides. Across all three conditions, there were references

in the booklets to the use of other quitting aides to be used in conjimction with self-help

booklets. While there were participants who reported using other assistance for quitting
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Table 5

Logistic Regression Analysis ofSmoking Cessation Status as a Function ofStage of

Change, Daily Smoking, Quit Attempts, and Treatment Condition.

Variables
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other than the print materials they received, there was no significant association between

a successful cessation outcome and the use ofNRT or Zyban, x (1, A^=216) = 0.18, n.s.

Overall 216 participants, 9.72% of participants used pharmacological aides, but among

just quitters (N=25) 16% used nicotine replacement therapy/ Zyban^"^. Therefore, use of

pharmacological quitting aides may have contributed to success in quitting smoking.
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CHAPTER 5: DISCUSSION, RECOMMENDATIONS AND CONCLUSIONS

Discussion

Smoking Cessation Outcomes Across the Treatment Conditions

The purpose of this randomized controlled trial was to measure changes in

smoking and quitting behaviours and intentions among post-secondary smokers who

were assigned to one of three treatment conditions. In all conditions, participants received

a set of self-help materials and one proactive telephone support call from a trained peer

counsellor. Outcomes were assessed 12 weeks after baseline. Ultimately, the goal was to

decipher which of the treatment conditions was most effective at assisting smokers to quit

or reduce their tobacco consumption. Other outcomes such as changes in participants'

feelings of self-efficacy to resist smoking, and intentions and attempts to quit smoking

were also of interest.

Impact ofTreatment Outcomes Among Quitters

Across the three conditions at the 12-week follow-up, 11.6% of participants were

considered to be successful quitters based on self-reported abstinence from smoking for a

minimum of seven consecutive days immediately prior to follow-up. The most important

conclusion derived from this study is that SmokelQuit, a stage-based self-help

intervention tailored specifically to developmental issues and lifestyle concerns ofyoung

adults, produced higher quit rates than One Step At A Time - a program widely

considered to be the gold standard in self-help interventions for adults - and the usual

care condition that included educational smoking cessation materials in a 'Quit Kit.'

Among participants assigned to Smoke|Quit, 18.8% quit smoking, 1 1.0% of participants

who were assigned to the usual care condition quit, and 5.4% who were assigned to the
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One Step At A Time condition stopped smoking. Although, Smoke|Quit produced the

highest quit rate, no other differences were found among the quitters from the three

treatment conditions. Across the three treatment conditions, quitters had been smoke-free

similar lengths of time - 53.46 days on average. All three treatment conditions generated

equivalent and significant increases in quitters' feelings of self-efficacy from baseline to

follow-up such that all quitters achieved high levels of confidence in their ability to

remain smoke-free. An examination of participants' use of the booklets revealed no

significant differences across the three treatment conditions. Generally, quitters reported

moderate use of the self-help materials.

That 18.8% of smokers in the Smoke|Quit condition quit smoking is an important

outcome - especially considering the success rates for the gold standard "One Step At A

Time" and for unassisted and other self-help programs. Studies have suggested that the

rates ofunassisted smoking cessation for youth and adults tend to be well under 10%

(Baillie, Mattick & Hall, 1995; Paavola, Vartiainen & Puska, 2001; Sargent, Mott &

Stevens, 1998). A recent population-based study among adults, for example, found that

only 7% of smokers over the age of 1 8 were able to quit without any formal assistance

(Zhu et al., 2000). According to USDHHS guidelines, self-help programs typically have a

success rate of assisting 12% of smokers. Another study that examined smoking cessation

patterns ofyoung adults students, found that three-quarters ofthem had attempted to quit

smoking over a four-year period and one-quarter ofthem were successful (Everett et al.,

1999). For a population that has typically had decidedly little success at quitting

(Hatziandreu et al., 1 990; Richmond, Kehoe & Webster, 1 993), this age-tailored

intervention has the potential to assist many young adult student smokers to quit.
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Considering that young adult student smokers are not typically successful in their

attempts to quit, this study suggests that combining tailored self-help resources with

proactive phone support is an economical way to reduce population smoking prevalence.

Cost-effectiveness can be demonstrated as follows. The per booklet (set) cost of

SmokelQuit is $4 and the hourly wage paid to the students employed as peer counsellors

(who disseminate Smoke|Quit and do the follow-up calls) is $12. Ifeach recipient of a

booklet involves one hour of peer counselling time, then the cost ofproviding programs

and service to 100 smokers is $1,600. If this produces 18 quitters, than the cost per quitter

is less than $90. Comparatively, a generic nicotine patch is approximately $23 per week

and the recommended minimum duration of use is eight weeks, although many smokers

only use the patch for four weeks. According to the USDHHS CHnical Guidelines (1994),

approximately 18% of smokers who use the patch will quit smoking. Use of the patch by

1 00 smokers would be $9,200 and would cost approximately $5 1 1 per quitter. Thus, the

nicotine patch represents another widely available cessation option that is not cost-

efficient in comparison with self-help resources. This significant difference in costs

supports the dissemination of this resource (or others like it) to post-secondary students.

It can be concluded, therefore, that Smoke|Quit and the usual care 'Quit Kit'

condition assisted students to quit smoking and that a tailored resource is a cost-effective

method of quitting that will reduce the population prevalence of smoking. In particular,

SmokelQuit had higher quit rates than most self-help programs, but One Step At A Time

had quit rates similar to unassisted quit rates.
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Tailoring Materials Influences Smoking Cessation

The finding that One Step At A Time had lower quit rates than both the usual care

'Quit Kit' and Smoke|Quit condition begs the question about the value of disseminating

One Step At A Time to post-secondary smokers seeking help to quit. Established wisdom

related to self-help programs suggests that materials tailored to smokers' stages of change

and other distinguishing characteristics of the target audience are more effective than

self-help materials that are not tailored (Glynn et ah, 1990; Kreuter et al., 2000; Lancaster

& Stead, 2003; Orieans et al., 1998; Ryan 8c Lauver, 2002; Strecher, 1999; Woodruff,

Talavera, & Elder, 2002). With respect to tailoring self-help materials to smokers' stage

of change, a great deal of research (although mostly with adults) has shown this to be

effective in assisting with cessation (Norman et al., 2000; Petrocelli, 2002; Prochaska,

1996). Stage-based self-help interventions stimulate precontemplative and contemplative

smokers to consider quitting by changing their cognitive appraisals of cessation. This is

achieved by assisting smokers to improve their perceptions of positive outcomes of

quitting, decrease their perceptions of negative outcomes of quitting, increase their

feelings of self-efficacy to quit, and thus to progress through the initial stages towards

cessation (DeVries et al., 1998; Dijkstra et al., 1999; Dijkstra & DeVries, 2001; Pallonen,

1 998). Smokers who are more prepared to quit, are assisted to enact behaviours

associated with successful, sustained quitting. Both Smoke|Quit and One Step At A Time

are centrally written around the Transtheoretical Model of Change; the main difference

between the two interventions is that Smoke|Quit is tailored for this age group, while One

Step At A Time is written for adult smokers.
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While the stages ofchange theory provides a platform to guide the behavioural

processes necessary for change, it does not take into account age-related contextual,

cultural or personality factors. Age-related characteristics directly influence the way

members of a target audience process health information and/or their ability and

motivation to engage in the activities that are recommended to achieve behaviour change

(Clark et al., 1999; Kreuter et al., 2000). The design of Smoke|Quit is such that it

specifically incorporates developmental issues of young adults' by presenting a quit plan

for university students, acknowledging the social challenges ofroommates, and

encouraging the student to recognize the deceptive marketing plan that tobacco

companies utilize to keep smokers addicted. Although participants in the three conditions

equally reported moderate use of the interventions, the quit rates for each condition

certainly suggest that the age-tailored conditions are related to the higher quit rates. Thus,

compared to imtailored materials, interventions tailored to key characteristics of the target

population have greater appeal, reach more ofthe population, and ultimately lead to

better cessation outcomes on a population level (Kreuter et al., 2000; Lancaster & Stead,

2002; Orleans et al., 1998; Strecher, 1999; Woodruff et al., 2002).

In the current study, SmokejQuit can be considered to be stage-based and tailored

to age-specific characteristics of the target audience, while One Step At A Time is stage-

based but not age-tailored, and the Quit Kit is more age-specific, but not stage-based.

SmokelQuit was specifically created to address age-related concerns of post-secondary

smokers, and to adhere to stage-based principles expressed in the Transtheoretical Model

ofChange. One Step At A Time, on the other hand, is written for adult smokers, with

examples that are not entirely relevant to 19-25 year olds. Because it requires
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considerable time to read and respond to the multitude of suggested exercises, time-

constrained students may be discouraged by the investment required to complete it. The

Quit Kit used for the usual care condition included a small, easy-to-read booklet on how

to deal with stress, pamphlets on NRT and Zyban (preferred methods of quitting (Travis

& Lawrance, 2002)) and novelty items. It was most likely better-tailored to the

characteristics of the target audience - easier to use and less time-intensive than the much

weightier One Step At A Time program - but would not speak as effectively to stage-

based issues. Overall then, it would appear that Smoke|Quit and the usual care materials

were more successful than One Step At A Time because they met age-specific interests.

This conclusion is consistent v\dth those of a recent study of college students' responses

to stage-based smoking cessation materials. Quinlan and McCaul (2000) found that,

regardless of their stage of change, smokers who received the intervention geared

towards the action stage tried to quit smoking. They concluded that matching

interventions to an individual's current stage might be less important than the

Transtheoretical Model of Change suggests.

Conclusion

Stage-based tailoring of self-help interventions has been widely supported on the

expectation that the theory identifies and addresses applicable behavioural or

psychosocial issues for each intervention-user (Kreuter et al., 2000). However, as this

study has revealed, behavioural construct tailoring using the Transtheoretical Model of

Change for Smoke|Quit and One Step At A Time did not prove to be an essential strategy

for the young adult population. Instead, the age-specific, developmentally-appropriate

tailoring clearly incorporated in Smoke|Quit, and somewhat so in the usual care
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materials, appeared to be more effective in terms ofpromoting abstinence from smoking.

The final conclusion to be derived, therefore, is that health communication materials must

address the key behavioural variables (e.g., how to quit smoking), but do so in such a way

as to build upon important non-behavioural factors that vary from audience to audience

(Kreuter et al., 2000; Orleans et al., 1998). It is unfortunate that, despite age differences

in cessation behaviours, very little attention has been devoted to age/developmental

issues as a basis for designing strategies to assist smokers to quit (Clark et al., 1999). The

current study suggested that tailored materials addressing age-specific cohort

characteristics- even ifthey are not stage-based - may improve smoking cessation

outcomes relative to untailored materials. While One Step At A Time may be appropriate

for adult smokers, the results of this study suggest that Smoke|Quit is more effective

among post-secondary student smokers.

Predicting Smoking Cessation

At baseline, participants from all three treatment groups were equivalent in terms

of their smoking and quitting behaviours and intentions. Comparisons of participants who

went on to quit, relative to those who did not, revealed several fundamental differences

between the two groups - besides which intervention they received. Participants who

ultimately became successful quitters were more prepared to quit smoking. They smoked

fewer cigarettes per week than their counterparts who did not go on to quit, and only half

as many were daily smokers. Other studies have similarly shown that, light and

occasional smokers quit at higher rates than regular daily smokers (COMMIT Research

Group, 1995; Gilpin & Cavin, 1997; Zhu et al., 2003). Indicative of successful quitters'

persistence and intention to quit smoking, more than three-quarters of quitters indicated
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that they had made a quit attempt in the past year. In comparison, only slightly more than

halfofthe continuing smokers, had made a quit attempt in the past year. This was also

found in a study by Clark et al. (1998); they determined that smokers who had tried to

quit in the past and who intended to quit in the near future were more likely than those

with no previous quit attempts or intentions to quit to experience a successful attempt

during their 3-month study period. Finally, almost twice as many successful quitters as

still-smokers were in the preparation stage ofchange at baseline, hi fact, the only

similarity between still-smokers and quitters was that both groups initially reported

moderate levels of self-efficacy to resist temptations to smoke.

It is clear that successful quitters are different from unsuccessful quitters on

several characteristics that support them in their effort to successfully quit smoking.

Indeed, McDonald (2002) and Curry (1993) have pointed out that lower levels of nicotine

dependency, higher feelings of self-efficacy and greater intention to quit smoking on the

part of the intervention-users typically predict an intervention's success. In the current

study, results of a logistic regression analysis were mixed in terms of predicting

successful smoking cessation outcomes from participants' smoking behaviours, quitting

behaviours and intentions, and treatment assignment. Higher odds of quitting were

associated with making a recent quit attempt and receiving Smoke|Quit (as opposed to

One Step At A Time), while being a daily smoker and being in precontemplation (as

opposed to preparation) reduced the odds of successful quitting. Overall, these findings

lend support to the conclusion that young adult students respond better to age-tailored

materials such as Smoke|Quit than to stage-only tailored One Step At A Time.
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Non-Cessation Outcomes Across Treatment Conditions

Continuing Smokers

Contrary to intervention-related differences in the proportion of smokers who

successfully quit, the stage-based, age-tailored Smoke|Quit program, the age-appropriate

usual care 'Quit Kit' materials, and the stage-based One Step At A Time program were

all equally effective in assisting continuing smokers to reduce their weekly tobacco

consumption. They were also equally effective in assisting smokers to make quit

attempts, express more commitment to quitting, and feel greater self-efficacy to resist

temptations to smoke. Almost half ofthe students who were still smoking at the 12-week

follow-up had made a quit attempt during the study, and smokers in all three conditions

had reduced their weekly tobacco consumption by an average of at least ten cigarettes by

the end ofthe study. Thus, even though these continuing smokers did not achieve the

ideal outcome of quitting smoking, they did make significant progress in modifying their

smoking behaviour.

The results of the current study are positive for a number of reasons. First, given

that movement from regular smoking to quitting is not necessarily linear (Prochaska et

al., 1992; Prochaska & Velicer, 1997), then improving the health functioning of smokers

is best achieved by assisting them to increase their self-efficacy to quit smoking, decrease

their tobacco consumption, and make repeated quit attempts (Clark et al., 1998). Heavy

smokers may become light smokers on their way to quitting, and multiple quit attempts

are common prior to achieving sustained abstinence from smoking (Gilpin & Cavin,

1997; Zhu et al., 2003). Population-based studies examining the smoking and quitting

behaviours of light/occasional adult smokers provide evidence that occasional smoking
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may be a transitional state from regular smoking to becoming a non-smoker (Gilpin &

Cavin, 1997; Zhu et al., 2003). Second, although a reduction in tobacco consumption

does not always lead to successful quitting, research suggests that sustained reductions in

smoking frequency is an achievable, health-enhancing goal for many smokers (Zhu et al.,

2003). Doll et al. (1994) concluded that there are no safe levels oftobacco use; however,

much of the harm related to tobacco consumption is such that the greater the number of

cigarettes smoked per day, the higher the risk for developing smoking-related diseases (as

cited in Hamilton, Cross & Resnicow, 2000). Encouraging reduction in consumption and

reinforcing smokers' appreciation that multiple quit attempts are positive - potentially

preventing the progression of smoking-related diseases - will yield numerous public

health benefits for smokers and non-smokers alike (Hamilton et al., 2000). Third,

reducing smokers' tobacco consumption reduces health risks that extend to those around

them. Specifically, the very real and deadly effects associated with continued exposure to

environmental tobacco smoke are lessened. Thus, interventions that trigger smokers to

decrease their smoking rates provide harm reduction benefits to smokers and the broader

community.

While a significant proportion ofpost-secondary students are continuing to

smoke, most have not been smoking for a long period oftime; thus, their smoking

behaviours may not be well-established (Black & Babrow, 1991). Assisting these young

adult smokers to quit is the optimal health promotion goal, but encouraging less frequent

smoking is also of value. Among adolescent and adult smokers, light/occasional smokers

appear to be a distinct group that is deliberately moderating their tobacco use in hopes of

minimizing the harmful effects of smoking, and as a transitional step toward cessation
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(Gilpin & Cavin, 1997; Hamilton et al., 2000). Given that the interventions investigated

in the current study influenced post-secondary smokers to reduce their tobacco

consumption, make attempts to quit, and experience greater efficacy and intention to quit,

these resources represent a sound option for supporting this type of health behaviour

change on post-secondary campuses.

Strengths and Limitations

Strengths

Research design. Randomized controlled trials examining the effectiveness of

self-help smoking cessation resources are rare, especially with young adult smokers

(McDonald, 2003). These types ofcontrolled research designs are more common in

clinical trials ofpharmacological products or sdterative nicotine delivery systems, and are

considered to be the most rigorous in evaluating a potential outcome. Unfortunately, the

artificial controls and meticulous participant screening procedures are thought to severely

limit the generalizability of the results (McDonald, 2003; Pierce & Gilpin, 2002). Many

randomized controlled trials ultimately produce information only about the efficacy of an

intervention under 'ideal' circumstances. This study was distinctive as it was conducted

in the field, where student smokers accessed services under typical conditions. Therefore,

participants were not screened; if they smoked cigarettes and were interested in receiving

self-help booklets, they were included in the study.

The current study was unique in that it employed a randomized controlled design

but was embedded within an existing comprehensive tobacco control initiative (Leave

The Pack Behind). For this study, an administrative assistant pre-coded materials and
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assembled intervention packages to appear uniform for all three treatment conditions. In

this way, the peer counsellors at the six schools remained blind to the treatment

condition, and were not able to influence the allocation of participants to treatment. This

and the randomization of participants to treatment conditions largely eliminated the

influence of confounding variables present at the time of participant recruitment and

assignment. The scientifically sound design of the study justifies a high degree of

confidence in the results.

Also of note is that delivery of resources and collection of data were fully

integrated into the regular program evaluation protocols ofLeave The Pack Behind.

Given that Leave The Pack Behind is currently being implemented on ten Ontario post-

secondary campuses, each with proactive support services identical to this study's

protocol already in place, it can be anticipated that the same outcome achieved on six

campuses is easily achievable for the remaining schools. That this study was conducted in

the field using data collected from post-secondary smokers at six different institutions,

speaks to the generalizability ofthese findings to other universities over time.

Interventions. The treatment conditions that were included in this study were gold

standard or were typical materials that are commonly disseminated as part oftobacco

control strategies. Results of this study showing that the 'gold standard' materials were

not as effective as the tailored or usual care conditions are informative and make a

practical contribution to tobacco control programming in Ontario. These results will have

immediate impact upon the dissemination of resources on the 12 post-secondary

campuses in Ontario that are implementing the Leave The Pack Behind program. Other

longer-term impact is that potentially, the Canadian Cancer Society may have to revise





Evaluation of Effectiveness 100

dissemination of the One Step At A Time program to young adults student callers to their

reactive and proactive telephone helpline that serves several smokers in several Canadian

provinces.

Measurement ofoutcomes. There are three standard measures of self-reported

smoking behaviour: point prevalence (abstinent for 7 days); continuous abstinence

(abstinent from tobacco for three to six months) and prolonged abstinence (abstinent from

tobacco for six to 12-months) (Velicer et al., 1992). The standardized measure of

abstinence that was used in this study was point prevalence. The benefits of using this

measure (as opposed to biochemical validation) are that there was no associated cost

(besides data collection), it was non-invasive for the participants and they were only

asked to respond to questions, nothing further. Although biochemical validation reassures

the researcher that the smokers were honest in reporting their cessation status, many

population-based studies have found that self-reported smoking status is a highly valid

form of data (Caraballo et al., 2001; Gariti et al., 2002; Morabia et al., 2001). The actual

magnitude of inflated quit rates is small and there is little reason to expect differential

misrepresentation in most (SRNT, 2002).

Limitations

There were several limitations within this study. First, follow-up was not possible

with participants who were scheduled in April and May, as many students had left school

for the summer. Also, participants were smokers who self-selected to access Leave The

Pack Behind services. This represents both a strength and a limitation, as the study was

conducted in the field where students who typically access Leave The Pack Behind and

request self-help booklets. It also represents a bias as there are obviously differences
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between those smokers who access services and those who do not. Potential differences

are that the student smokers who do not access Leave The Pack Behind are students who

are heavier smokers and are not interested in quitting smoking. As indicated in (Curry,

1993) this is not a large concern, but it should be considered before generalizing the

results to less self-selected groups of smokers. Therefore, these results speak primarily to

those students who are interested in quitting, have made previous quit attempts in the past

year, and are less than daily smokers.

Second, participants were not assessed at baseline as to whether they were

currently using any additional quitting aides; future research should assess students' use

at baseline and at follow-up. Having both a baseline and follow-up assessment of use of

additional quitting aides would assist the researcher to determine what factors and

interventions or combination of interventions contributed to the outcomes.

All participants were provided with a business card to the provincial Smoker's

Helpline, a mostly reactive (v^th request by smoker for proactive) telephone coimselling

service. No participants indicated that they had contacted the Canadian Cancer Society's

Smokers' Helpline for assistance or for questions; therefore it is assumed that participants

did not access this service. However, in many cases if participants are not prompted it

may not occur to them that they had indeed used additional quitting aides. Therefore,

future studies should prompt participants' with specific examples of additional quitting

aides in order to fiiUy assess their quitting behaviours.

Third, while randomizing participants to treatment and blinding the researcher

and participant were successful, there were participants who did use other quitting aides,

thus presenting a confounding variable in the study. This may have slightly altered the
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outcomes across the three treatment conditions, such that the combination of using

pharmacological aides and self-help booklets may have assisted with cessation. Without a

baseline measurement or asking the participant themselves, however, it remains a

confound. There is potential that use of pharmacological aides reflect a positive of degree

of engagement with the self-administered intervention, such that all three booklets

discuss their use. In particular, Smoke|Quit explains the use of nicotine replacement

therapy/ Zyban and suggests that they be used in combination with the self-help booklets.

The usual care 'Quit Kit' condition included two pamphlets on the use of

pharmacological aides.

Fourth, in the absence of biochemical verification of smoking cessation, it is

unclear whether the exclusive reliance on self-report measures biased the results. A

recent meta-analysis examining the utility of biochemical verification of self-reported

smoking cessation sheds some light on this question. Specifically, fi^om this review,

Benowitz et al. (2002) concluded that when population-based interventions are being

studied in the field, and the degree of participation in an intervention is largely under the

respondents' control, then demand characteristics for reporting quitting will generally be

low for a general population of smokers. In that case - and such is the case for the study

reported here - biochemical verification provides additional assurance that self-reports

are accurate, but may not be needed. Furthermore, given that refusal rates for biochemical

testing may be as high as 70% for population-based interventions such as those studied

here, the resultant sample of quitters who submit to biochemical verification may not be

representative of all research participants. Thus, one confound is simply replaced with

another. Even when biochemical verification is done, so-called false-positive test results
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are not always attributable to inaccurate self-reported quitting. For example, light

smokers, and especially those exposed to second-hand smoke, may produce false positive

results. Given that a meaningful proportion of university smokers are light smokers

(Caimey & Lawrance, 2002; Wechsler et al., 1999), and are regularly exposed to second

hand smoke through their jobs in the hospitality industry, then biochemical testing of

smoking status may be no more accurate than self-reports.

Fifth, quitting was narrowly defined as being abstinent for seven consecutive days

immediately prior to the follow-up. Participants who had experienced a smoke-fi'ee

interval at other times during the three-month study, and/or had been mostly smoke-free

with only some limited smoking were conservatively considered to be smokers. While

this increases confidence in the results, it does not fiiUy capture the range ofbehaviours

associated with quitting. A longer follow-up period with more attention to the pattem of

smoking, quitting and relapse would be valuable to our understanding ofhow post-

secondary students quit smoking.

Sixth, participants could have been exposed to other self-help interventions during

the course of the study. Potential ways that this may have occurred is if their roommate

signed up for the study and received a different package of materials, or ifthey had other

smoking cessation booklets at home, or if their family members had ever received the

One Step At A Time directly from the Canadian Cancer Society.

Recommendations

Disseminate Self-Help Resources on Campus

This study demonstrates that appropriately age-tailored self-administered

interventions for young adults are more effective than materials produced for adults in
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terms ofpromoting abstinence from smoking. Researchers have noted that the

development and dissemination of effective behavioural interventions for light smokers

among sub-populations such as young adults will likely result in substantial reductions in

overall smoking prevalence (Cohen et al., 2002; Okuyemi et al., 2002). Given the high

prevalence of smoking in the post-secondary student population, and based on the

success of SmokelQuit in assisting university students to quit smoking, it is

recommended that this program be widely disseminated on post-secondary campuses.

Fortunately, Leave The Pack Behind provides an ideal setting for distributing

SmokelQuit. In the past academic year (2002-03), nearly 10,000 students on ten different

campuses accessed Leave The Pack Behind, and more than 3,000 self-help smoking

cessation programs were distributed. (Similar numbers were achieved in the 2001-02

school year). Assuming these patterns of access and resource dissemination will be

maintained the 2003-04 school year, and using the 1 8% quit rate achieved for

SmokelQuit in the current study, it can be projected that well over 500 smokers will quit

smoking, and thousands more will cut back their tobacco consumption. With an estimated

40,000 regular and occasional smokers in full-time attendance at the institutions

supported by Leave The Pack Behind, making SmokelQuit widely available to student

smokers can have a significant impact on campus-wide smoking prevalence and

individual smoking rates.

It should also be recognized that the availability of an effective, self-help smoking

cessation intervention for post-secondary students has positive implications for the entire

campus community. With less smoking, all members of the campus community benefit

immensely from reduced exposure to second-hand smoke, and the associated drop in
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environmental pollution. Less litter and maintenance arising from discarded cigarette

packages and filters benefits the campus in terms of appearance and clean-up costs. With

fewer students smoking, the risks of smoking-related fire hazards in residence rooms and

elsewhere on campus is also decreased.

Incorporate Harm Reduction

There should be continued emphasis on harm reduction, in addition to tobacco

cessation. The most commonly held approach to achieve a reduction of cancer risk in

smokers is the recommendation of complete cessation; however, many smokers are

unwilling or unable to quit (Sheilds, 2002). To help smokers who can or will not quit,

improvements can be made to the Smoke|Quit program through the incorporation ofharm

reduction strategies.

Although harm reduction strategies are consistent with the goal of tobacco

control, which is to reduce death and disease due to tobacco use (Shif&nan, Gitchell,

Warner, Slade, Henningfield & Pinney, 2002), they have sometimes been greeted with

scepticism and downright derision (Gilpin & Pierce, 2002; Hatsukami et al., 2002). There

are fears that smokers will delay or abandon genuine efforts to quit ifthey perceive their

harm reducing behaviours to offer sufficient protection against the objectionable and

dangerous consequences of regular smoking. According to Hughes, Cummings and

Hyland (1999) however, even among individuals who achieved relatively large and

enduring reductions in tobacco consumption, the likelihood of quitting smoking was not

decreased. Even more to the point, Zellweger (2001) found an increased likelihood of

quitting among smokers who limited their tobacco mtake relative to smokers who had not

embraced such reductions. Consequently, the concept ofharm reduction is gaining
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ground, and behavioural strategies such as a reduction in consumption and alternative

nicotine-delivery devices are recommended for smokers are unwilling or unable to quit.

It may be of value to explicitly present harm reduction strategies such as reducing

tobacco consumption, quitting temporarily (rather than permanently), or breaking

habitual pairings of smoking with other behaviours, as beneficial end goals for smokers.

These types ofharm reduction strategies have the potential to help smokers who are

unmotivated or unable to quit smoking achieve at least some relief from the negative

health consequences of smoking. Furthermore, deliberately endorsing outcomes such as

reduced consumption instead of and/or in addition to sustained quitting, could help these

smokers feel less marginalized by the unrelenting demands on them to quit smoking.

Overall, while smoking cessation remains the ultimate aim in tobacco control,

encouraging significant reductions in tobacco consumption is still a desirable outcome.

Future Research

Results from this randomized controlled trial of three self-help interventions

revealed that SmokejQuit produced the greatest number of quitters, followed by the usual

care 'Quit Kit' condition and One Step At A Time. All conditions yielded similar results

in terms of non-cessation outcomes (e.g., reduced tobacco consumption, more attempts to

quit, increased feelings of self-efficacy).

Of interest, is whether participants who quit are able to sustain their smoke-free

status, and whether participants who had decreased tobacco consumption or attempted to

quit smoking ultimately go on to quit smoking. Conducting another randomized

controlled trial with longer follow-up intervals would allow for investigation of these
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questions. Ideally, a three, six and 12-month follow-up assessments could be

implemented. Being able to assess prolonged abstinence would better meet the more

stringent measurements of self-reported smoking status.

As discussed, stage-matched interventions may not be as effective as age-tailored

interventions in terms of helping young adult smokers quit. Additional research

examining the process by which students move towards quitting is greatly needed in

order to enhance effectiveness of interventions for this population. Along those lines, it

would be value to determine which components of the Smoke|Quit are contributing the

most to its success relative to One Step At A Time. The results ofthe current study

certainly point to the age-specific nature of Smoke|Quit. However, the fact that

SmokelQuit often speaks specifically to light (as opposed to regular) smokers and

cleverly denormalizes the tobacco industry may also be factors contributing to its

success. Certainly, One Step At A Time takes a more staid approach to presenting the

information. Detailed questions asked soon after participants receive the materials would

shed light on this matter.

Conclusion

Although tobacco consumption in Canada and the United States has been slowly

decreasing over the past two to three decades (Health Canada, 2001 ; USDHHS, 1996),

young adults between the ages of20 and 24 years have not significantly contributed to

this decline. Surveys of post-secondary students have found an alarming pattern of high

smoking prevalence, with 27% to 40% of students smoking at least occasionally (Adlaf et

al., 2003; Caimey & Lawrance, 2002; Everett et al., 1999; Rigotti et al., 2000). Potential

mechanisms contributing to uptake and continuation of smoking among post-secondary
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students include a lack of available, effective smoking cessation options for this cohort

and an environment that fosters and encourages the use of tobacco through a deficit in

smoke-free environments (Martinelli, 1999; Wechsler et al., 2001). Never the less, there

is reason to be encouraged: up to 80% of students have made a quit attempt and intend to

try again (Black & Babrow, 1991; DeBemardo et al., 1999; Everett & Husten, 1999;

Hines, 1996; Rienzo in Martinelli, 1999). Undoubtedly then, post-secondary institutions

represent prime sites for offering effective and appealing smoking cessation options to a

large proportion ofyoung adult smokers. The current results showing Smoke|Quit to be

more effective than One Step At A Time or the usual care 'Quit Kit' condition in terms of

helping students quit smoking solidly contributes to efforts to reduce smoking prevalence

among young adult students. The results further substantiate the literature that the use of

tailored self-help materials that consider the social, contextual and environmental

characteristics of a population can have substantive impact in comparison with non-

tailored materials. Simply, it is through acknowledgment that young adults do differ from

both adolescents and adults, that they do respond better to developmentally appropriate

materials, and that harm reduction approaches do produce positive outcomes, that Canada

will experience a decrease in the population prevalence of smoking.
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Appendix A

Processes ofChange and Their Description

Process Description

Consciousness Raising Increasing information about selfand problem

Dramatic Relief Experiencing and expressing feelings about one's problems and

solutions

Environmental Reevaluation Assessing how one's problems affect the personal and physical

environment

Social Liberation Increasing social alternatives for non-problematic behaviours

Self-Reevaluation Assessing feelings and thoughts about selfwith respect to a

problem

Helping Relationships Enlisting the help of someone who cares

Stimulus Control Avoiding stimuli that elicit problem behaviour

Counterconditioning Substituting alternatives for problem behaviours

Reinforcement Management Rewarding self or being rewarded by others for changes

Self-Liberation Choosing and committing to act or belief in ability to change
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Appendix B

Ethical Clearance Form





Brock University

Senate Research Ethics Board Extensions 3943/3035, Room AS 302

DATE: October 31, 2002

FROM: Joe Engemann, Chair

Senate Research Ethics By&ard (REB)

TO: KeUi-An Lawrance, Community Health Sciences

Sharon Lawler, Community Health Sciences

Heather Travis

FILE: 02-050 Law^rance, Lawler and Travis

TITLE: Effectiveness ofThree LEAVE THE PACK BEHIND self-help smoking cessation
interventions

The Brock University Research Ethics Board has reviewed the above research proposal.

DECISION: Accepted as clarified.

This project has been ^proved for the period ofOctober 31, 2002 to May 31, 2004 subject to foil REB ratification

at the Research Ethics Board's next scheduled meeting. The qjproval may be extended upon request. The study may
nowproceed.

Please note that the Research Ethics Board (REB) requires that you adhere to the protocol as last reviewed and
approved by the REB. The Board must approve any modifications before they can be implemented. Ifyou wish to
modify your research project, please refer to www.BrockU.CA/researchsenaces/fomis.html to complete the
appropriate form REB-03 (2001) Requestfor Clearance ofa Revision or Modification to an Ongoing Application,

Adverse or unexpected events must be reported to the REB as soon as possible with an indication ofhow these
events affect, in the view of the Principal hivestigator, the safety ofthe participants and the continuation ofthe
protocol.

If research participants are in the care ofa health faciHty, at a school, or other institution or community organization,
it is the responsibility of the Principal hivestigator to ensure that the ethical guidelines and approvals of those
facilities or institutions are obtained and filed with the REB prior to the initiation ofany research protocols.

The Tri-Council. Policy Statement requires that ongoing research be monitored. A Final Report is required for all

projects, with the exception of undergraduate projects, upon completion ofthe project. Researchers with projects
lasting more than one year are required to submit a Continuing Review Report annually. The Office ofResearch
Services will contact you when this fomi REB-02 (2001) Continuing Review/Final Report is required.

Please quote your REB file number on all foture correspondence.
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Appendix C

Baseline Questionnaire





LEAVE THE PACK BEHIND
. Baseline Questionnaire .

Office Use Only

ID NUMBER

D transferred INITIALS

1 . Have you smoked 1 00 or more whole

cigarettes, in your life?

D yes D no

2. In the past week, how many cigarettes did you

smoke? ^rite O, if you didn't smoke at all]

packs or

7,

cigarettes

How soon after waking do you smoke your

first cigarette?

n within 5 minutes

n within 6-30 minutes

n within 31-60 minutes

n after more than an hour

Think about the past month. How often

did you smoke a cigarette, even a puff?

D every day, or almost every day

D on some days each week
D once or twice all together

n I did not smoke at all (go to question 6)

Think about the pas/ month. On the days

that you smoked, how many cigarettes did

you usually smoke?

n a few puffs, or less

D 1-5 cigarettes a day

D 6-10 cigarettes a day

D more than 10 cigarettes a day

In the past year, did you try to quit smoking?

n yes HI no (go to question 8)

How many times?

In the past year, how long did

your longest quit attempt last? days

or months

In the past month, did you try to quit smoking?

Dyes n no (go to question 8)

How many times?

How long did your most

rece/i/ quit attempt last? days

8. Do you plan to quit smoking in the next 6 months?

D yes D no (go to question 9)

>J/

When do you plan to quit?

D within the next week
n within the next 2-4 weeks

D more then a month from now

9. Would you consider yourself:

n non-smoker who has never smoked

D non-smoker who smokes sometimes

n light smoker

D regular smoker

D heavy smoker

n ex-smoker who has totally quit smoking

10. Where do you live?

D with parents/guardians

D in residence

D offcampus (alone or with others)

1 1 . From this list, check all those people who smoke.

D fiiends or roommates

D significant other (i.e., date, partner, spouse)

D members ofmy family (e.g., parents, sibs)

12. How often do the people you live with smoke?

D not at all

D from time to time

n regularly

D I don't live with people / people who smoke

1 3 . Ifyou were trying to quit, how sure are you that you

could resist these temptations to smoke?

14.

very
uresui

I could resist the -npfarTTrTrrrtpjTTTr:

temptation to smoke... a'' sure

when I have a craving - 1—2—3—4—5—6—7-

when I am stressed - 1—2—3—4—5—6—7-

when partying with friends - 1—2—3—4—5—6—7-

when offered a cigarette - 1—2—3—4—5—6—7-

Age: years

Sex: n male D female

Position: D student D staff/ faculty / other

LTPB 2002/2003 1 of] Baseline
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Appendix D

4-week Follow-up Interview Administration Protocol





LEAVE THE PACK BEHIND • 4wk follow-up

CALL BACK GUIDELINES FOR LTPB STAFF MEMBER
Introduce yourself, identifying Leave The Pack Behind. Remind the participant that she/he visited a display.

Explain why you are calling, and ask for consent io continue using participant's answers in the study.

Note : If consent is not given, determine answers to questions 1 -5 for your own records only!

(Fomis should not be completed for individuals who do not give consent).

Be sure you know what stage the participant was in at baseline; and begin the actual interview by asking

how she/he is doing and offering a response appropriate to her/his progress or current stage using

protocol on page 2 and your flip card file.

Continue with the interview (data collection), using questions on pages 3 and 4.

Obtain answers for all questions in the protocol. If you miss a question, don't guess! Just leave it blank.

Finish the interview by reiterating participant's reasons to quit (or something she/he dislikes about

smoking). Mention the draw. Repeat the request for consent. Answer any questions the participant has.

PROTOCOL ('SCRIPT') FOR INTERVIEW

Hi this is I'm with the Leave The Pack Behind Project at [university].

You visited our display about four weeks ago (and volunteered to be in a study of our programs.) Pm
calling to find out how you've been doing since visiting us, and to see ifyou have any other smoking-

related questions I can help you with.

, if it's okay with you, I'd like to take 5 minutes to ask you some questions forAlso

the study. You remember that the study is looking at how useful our programs are to university

students. Ifyou agree, your answers but not your name, will be given to the researchers. That way,

your answers will be confidential and your name is never linked to your answers. Of course, your

participation is completely voluntary. So, is it okay if I write down your answers for our study?

Dno
^ That's okay. We'll talk,

but I won't write down
your answers for the study,

(use Q 1-5 for your own records)

D yes

Thank you. As we talk,

I'll write down your

answers for the study.

06"^!

•£ ^ Perhaps I can start by asking how you're doing. . . when you started the study, you said you:

"* n did not plan to quit smoking in the next six months. Is that still how you feel?

n might consider quitting smoking within the next six months. Is that still how you feel?

D planned to quit smoking in the next month. Have you made any progress in that direction?

D wanted to quit sometime soon. Have you made any progress in that direction?

Offer appropriate education and counselling as shown on page 2

LTPB 2002/2003 4-week Follow-up



f





^^''MoA
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Appendix E

4- week Intervention Check

Using a 7-point scale where 1 was none or never and 7 was all or always, the

following questions were integrated into the standard LTPB 4-week counselling protocol.

1

.

How much ofthe information in the pamphlets and booklets did you read?

2. When there were places for you to write in answers, how often did you do that?

3. When there were tips to do things, how often did you actually do the things

suggested?

4. How much of the advice in the pamphlets and booklets was helpftil to you?
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Appendix F

12-week Follow-up Interview Support Protocol





LEAVE THE PACK BEHIND 12wk follow-up

CALL BACK GUIDELINES FOR LTPB STAFF MEMBER

Introduce yourself, identifying Leave The Pack Behind. Remind the participant that she/he visited a display.

Explain why you are calling, and ask for consent io continue using participant's answers in the study.

Note : Ifconsent is not given, do not record any answers.

Be sure you know what stage the participant was in at the 4-week follow-up; and begin the actual interview

by asking how she/he is doing and offering a response appropriate to her/his progress or cun^ent stage using

protocol on page 2 and your flip card file.

Continue with the interview (data collection), using questions on pages 3 and 4.

Obtain answers for a// questions in the protocol. If you miss a question, don'f guess! Just leave it blank.

/fthe participant has quit smoking (for 7 days), and /fshe/he originally indicated some willingness to go to

Health Services to provide a urine sample, ask if she/he would do so now. Foltow the attached scnpl

Finish the Interview by reiterating participant's reasons to quit (or something she/he dislikes about smoking).

Repeat the request for consent. Answer any questions. Explain how participant can pick up the coupon.

PROTOCOL ('SCRIPT') FOR INTERVIEW

Hi this is I'm with the Leave The Pack Behind Project at [university]. I

called you about 2 months ago because you visited our display and volunteered to be in a study of our

programs. I'm calling now to do the last interview for the study. Also, ifyou have any other questions

about quitting or about the study, I'd be happy to answer them for you.

So , if it's okay with you, I'd like to ask you some questions for the study. A couple of the

questions are the same as last time; but mostly they are different. They focus a lot more on your smoking

and howj^oM are doing. And of course, like last time, your name will never be given to the researchers. All

ofyour answers will be anonymous and there will be no way to trace them back to you. Of course, your

participation is completely voluntary. So, is it okay to write down your answers for our study?

D yes n no
1^ fcj

Thank you. As we talk,

I'll write down your

answers for the study.

That's okay. We'll talk,

but I won't write down
your answers for the study

^
•£ ^ Perhaps I can start by asking how you're doing. . . the last time we talked, you said you:

^ D did not plan to quit smoking in the next six months. Is that still how you feel?

n might consider quitting smoking within the next six months. Is that still how you feel?

D planned to quit smoking in the next month. Have you made any progress in that direction?

D wanted to quit sometime soon. Have you made any progress in that direction?

Offer appropriate education and counselling as shown on page 2

LTPB 2002/2003 lof4 12-week Follow-up
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no plans to quit

Acknowledge that quitting is not an option right now.

Talk about how smoking is pleasurable, and ask

^Ifyou had to say 3 things you like

about smoking, what would they be?^

Lcaer in the interview... Point out that even enjoyable

things can have little drawbacks (give an example).

Ask "What don't you like about smoking?"

ail! piannin«^

Acknowledge participant's commitment to quitting.

Talk about participant's reasons for quitting

Ask "If you're thinking about it, you must

have some reasons for quitting. Could

you share them with me?"

unsuccessfur quit attempt

Congratulate participant for trying.

Acknowledge that quitting can be hard to do, encourage

them to keep trying, and normalize relapse.

Talk about participant's reasons for quitting,

and ask "What were some ofyour reasons for

quitting smoking?"

quit & still smokcfree

Congratulate participant for quitting (could do qi-5 now)

Acknowledge her/his commitment to staying smoke free.

"It's great that you quit. What made
you decide to do it?"

Ask about their plans to deal with 'triggers' and talk

about ways to prevent relapse.

To finish up, I have a dozen quick questions to ask as part ofthe study. It will take 7 or 8 minutes.

- - ADMINISTER INTERVIEW - ~

TO CONCLUDE INTERVIEW...
Reiterate precontemplators' disliked aspects of smoking:

When we started this call, you told me that one

thing you don't like about smoking is .

I hope that you will think about this some more,

and maybe even think about quitting some time

in the (near) future.

Reiterate all other participants' reasons for quitting:

When we started this call, you told me that

you want(ed) to quit smoking because

I hope that you keep it in mind, and keep trying

to quit (stay smoke free).

FINALLY...

offer gift certificate: To thank you for your time, LTPB would like to give you a gift certificate for Tun

Hortons. You can either pick it up, or I can mail it to you. Which would be better for you?

ensure participant has no questions: Do you have any questions for me?

make results available: Ifyou'd like the results of this study, visit LTPB.org. They'll be posted there.

ask for consent: Is it still okay for me to send your answers to the researchers? Thanks!

LEAVE THE PACK BEHIND • 12wk follow-up
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Appendix G

Questionnaire for the 12-week Follow-up





Participant information, copied from Participant Tracking Sheet.

Week participant entered study:

Week participant stmuld fiave done 12-week interview:

ID NUMBER:

Date of actual contact

1 . It's been 3 months since you received the package of smoking cessation

materials. Since that time, would you say that you are smoking more?. .

.

the same?... less?... not at all?... or something different (like, you smoked

less for a while then went back to the same)?

n increased or stayed ttie same

D decreased for a wtiile, then went back to the same

D decreased and stayed there

n quit for a while then relapsed (to any level of smoking)

D quit all together

2. hi the past 24 hours, have you smoked Are you trying to quit right now?

D yes, I have [go to question 7] . r"°
i*
iTTSl Z^ !!*

*'""^ "^

D no, I haven't -> Not even a puff?

D had a puff [go to question 7]

D dkj not have a puff [do question 3]

-.*=^^?^sf#pii?^e^^.-

3. In the past 7 days, have you smoked a cigarette?

D yes, I have [go to question 7]

D no, I haven't -^ Not even a puff?

D had a puff [go to question 7]

D did not have a puff [do questions 4-6] ian-MH

4. How long have you been smoke-free? days

3, Respondents who have

not smoked in the past week
should, of course, be

congratulated!

Tell me how you quit, [prompts] What method did you use? ]^

Did the materials help? How did you cope with withdrawal? l

Now I'd like to ask how sure you are that you could resist

temptations to smoke. I'd like you to answer on a 7-point

scale where 1 is not at aU sure and 7 is completely sure.

How sure are you that vou could resist the temptation to smoke when:

. . .you feel stressed 12 3 4 5 6 7

. . .you are bored 12 3 4 5 6 7

.. .you're partying with friends 1 2 3 4 5 6 7

...someone offers you a cigarette 1 2 3 4 5 6 7

go to question 12— go to question 12— go to question 12

or

IF participant previously

gave consent for cotinine

testing, explain the process

to her/faim, and ask if

she/he is stiil willing to go to

Health Services to provide a

P urine sample. SEE
ATTACHMENT.

6. [prompt] So, on this

scale, ifyou're not sure that

you could resist the

temptation to smoke, you

mi^t say '2' but, ifyou are

very sure you could resist the

temptation to smoke, you

mi^t say '6'.

7. How many cigarettes did you smoke last week? cigs packs

LTPB 2002/2003 3 of4 12-week Follow-up
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8. How soon after waking do you smoke your first cigarette?

n within 5 minutes

D within 6-30 minutes

n within 3 1- 60 minutes

D more than an hour later

9. Do you plan to quit smoking

in the next 6 months?

O no [go to question 10]

D yes

nP

Do you plan to quit in the next month?

D yes

Dno

10. In the past 3 months, since entering the study, did you try to quit smoking?

Q no [go to question 11] U yeS [continue this question]

How many times?

Of those times, how long did

your longest quit attempt last? days

When was your most recent

attempt?

How long did your most

recent attempt last? days

1 1

.

Now I'd like to ask how sure you are that you could resist certain urges to

smoke ifyou were trying to quit. I'd like you to answer using a 7-point

scale where 1 is not at all sure and 7 is completely sure. .

.

Ifyou were trying to quit, how sure are you that you could resist the

temptation to smoke when. .

.

you feel stressed 12 3 4 5 6

you are bored 12 3 4 5 6

you're partying with fiiends 12 3 4 5 6

someone offers you a cigarette 1—3—3—4

—

S—6

—

r

9. iMPCTyrANT: participants wfa

- say they have quit for

more than 24hrs, but had

apufif

- say they quit smoking for

24 hours less than 7 days

should be asked: Are you

trying to quit right now?

Remember. TTiese questions

refer topist the past 3

months.

IF participant made JUST
ONE attempt, DO NOT ask

this question

1 1 . [prompt] So, on this

scale, ifyou're not sure that

you could resist the

temptation to smoke, you

mi^t say '2' but, ifyou are

very sure you could resist the

temptation to smoke, you

might say '6'.

12. And finally, I just need to know whether you have used any other quitting

aides... anything from herbal products to Zyban; fi-om group counselling

to other self-help programs. . . anything at all!

Be sure to ask willing quitters

to provide a urine sample.

OfferALL participants a

coupon, and access to results!

Answer any remaining

questions.

ATTACHMENT
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Appendix H
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Chapter 1: What are the costs and benefits of smoking for me?
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Chapter 6: Making a commitment to quit
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Chapter 7: Time for a test run
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Chapter 8: Countdown to quit day and beyond
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Chapter 8: Countdown to quit day and beyond

00

^ en

.o ^
to c-

nj CO
*-• •'"

2
"^

CU e

^ :^" g' § -S

2 5 00 .^ 5G

in

o

cr
o 1-

;^ S - o o ^
oo x: <u ^ "^ «^

^ O ii D- TO

S c

2 ^

8 5
to £ =

x:

<u >. - ^
on m C i->

QJ —

:

9-^ - g g o

S ^ S o
. Z5

DO P

s id
>- ~- cx "^

(U n} <L>

m -5 00 ^ Di 3— -^ 00 ^ «, O
<u '5. fg •.- 5 <u

O <U

•o .»=

(U>

XI

ex
o
ex

>. -. _c= -i^ O
TO x: •> o ^
^^ <u *^ -^ p
=? C 3 «rt

'^

C O <C to

x: i3

«3 >» 3 XI
o tciS o

to .^ (u «/) ex

DO
c
TO
x:u

TO £
T3

>^ -^ TO

TO
3~ "S -t: <u •=

>c5 rJ C r- >-i OT^ £Q TO i: TO 3

D U -^

3 C TO is
o o u 5

h z:: c <u
t« fc C Of

o
E

o

en
o» ..

*^
a>

o *'

« :2
•o o

— >»

r- 91

H- O

o

TO
x:u
c
'to

o
x:

to
•o
c

ta
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Chapter 9: How to stay smoke-free
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Chapter 11: If you've had a relapse
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Appendix I

SmokelQuit
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As acknowledged by university smoicers.

SMOKING:
5tV>*«^9

lO

•«>stress
'^irs^^-^^

iVxe^f ^^^ Vxa-^
^^^^ stt^^^/ o^t<\^V

^t\<^

.Oe<^^®.
ases

.eolOS^
cO"etgv

V>oTe
do<^ Can

you
relate?

Vile
dontneedto

tell yo« that these

,vaxcd\

•^^^'''^owa^^°''
,ooce»

.Co^
,Wo\s

^pp®
,l\te

^ a sense

\«e

4) So why do people bug you to quit?

^x^^^^V "^

give a little,

get a little

a
Vs so easy to just tune tliem out...

THE KEY

Check off the sentences that describe you

Communicate.
No one can make you

quit smoking.The more

they ask, the more
you'll feel they are trying

to control your life.

Tell them how you feel.

Tell them that their well-

intentioned 'concem' feels

like pressure and won't

help you quit Tell them you

will quit once you are ready.

1 2

3 4

I smoke aloneo
Fighting about your

smoking is not

productive for you

or them. Talk atwut it.

Most of all don't get mad.

They want to help.

I smoke with a coffee

i smoke every time I drink alcohol C j

o
o
o
o

Most of my friends smoke,
and I tend to smoke with them

I smoke when I'm waiting

I buy my own cigarettes

CHECK Nicotine is the
THESE? most addictive

You are drug known
addicted, and 9/10 users

Did you checic
any of these?

You are on the



1



. « a cigarette
and >'*^';-„fl-,ciencV

o«

YOU I.9M »
^;3^ y ,„d the e

g

science o teen ^^^^ j^,^ & 7

'»' "^^"'^"v.n.uiates
yo"' "^I'^.r^u^'-

M.. and feet),
3""

the hands anu

D
©laiMilMiUa sm®^ §)(MB©(iB(3ma

ARGET

Nicotine is the most

addictive drug Icnown

wiien you finish one smoke,

nicotine levels start dropping

in your bloodstream...

leaving you restless

and feeling empty

- a craving -

that must be satisfied.

Now
BIGJOBACCO

targetsmi

College and university

students represent the

youngest legal target

for the tobacco industry.

Children were once
targeted - you probably
were! Then the government
<careful...there have been tobacco

links to them too> and people in

our communities spoke OUT!

.NXxe
ads...

o^
Tobacco companies purposefully

O* target people starting to smoke, so their

ads embody Independence, freedom & peer

acceptance (Pollay, 2000). Look at the women...

pretty, slim & active. The Industry wants you to be like

them - complete with a pack of smokes in easy reach.

How realistic are these images? Today, school kids huddle

outside in the dead of winter <such independence!>

Today, no one smokes in shopping malls, restaurants,

theatres, or offices anymore.
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RLUNG OUT THE QUESTIONS, HELPS YOU TO lOEALLY THMK ABOUT YOUR SMOKMa

SO^rt

LIGHrTHIS
Have you ever changed to a lower/lighter

brand of cigarettes, thinking that they
were BETTER for your health?

Guess what? Light dgarettes
are as bad as regular cigarettes.

This labelling strategy is used by a multi-

billion dollar industry to keep smokers hooked.

Light smokers are actually more
dependent on nicotine.

(Haddock et al.. Nicotine & Tobacco Research (IX 1999)

KEtP
^^pS)Xt^^

2v.EA^^
WORE

@

Light" cigarettes are supposed
have the same nicotine, but

ess tar than regular cigarettes.

But it doesn't work because:
Cigarettes are tested on machines!

You can more

consequence
than DOUBLE

your tarInd chemical exposure

How'd they do that?

"Light' cigarettes are made
with air vents in the filter to

dilute the smoke you inhale.

YOU DONT SMOKE LIKE A MACHINE!

3ur fingers & lips seal the ventilation system of the filter.

So, the tar goes into your lungs

just like regular cigarettes.

^ \

Research shows light

smokers take more
drags and inhale

deeper to get

the nicotine.

More than the machine

ever estimated!

Go figure.

Hum

OOCH!
IJf^m^j^

chines
The tobacco industry is

purposefully misleading
you by promoting machine-
smoked cigarettes that are
supposed to have lower
levels of tar & chemicals.

ARE NOT
MACHINE





ORRY

Zi

^•^
>'^^s V^* ^* "^^ ^

)

It's like^thj^j^^
tj^
an^like this

There's your room mate.

You've been sharing

a place for a year already.

You like the same food.

You have the same friends.

You even pick the same movies to see.

You like almost EVERYTHING
about your room mate...

Your apartment is fantastic,

very cool.

You've got the best posters,

cool beer mugs,

a backyard to chill to

some good tunes.

1l

\

Except that 1 LITTLE thing...

Is This

How You Feel

Smoking7

But the neighbours.

Defmitely not cool.

They play that funky music

way too eariy in the a.m.

that you could do without...

^
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IWUCATIONS
"^obaccc

production
^ntl Use•">" Use .

..aresoftorestsand

eac.vear.aOO.OOO>'--;^^^3,,„,3r.>n.

woodlands are re-o^^,^,,,„,esta«on

^Oe•.st,199^^»"'''';^^„„„,ries.TomaKe

---•'""::: :a:peop>e-..a.-.o,

-"^"''°T;rel-.ca,sasmanufacturers

someone you Kn--^^^^^^3„,e sure to

take
pictures

Geist, Tobacco Control (8), 1999

Include those in your memorabilia.

\F/^(^

Young women who smoke
& take birth control pills

.are at risk RIGHT NOW.

They are more at risk of a
blood clot that may cause
a heart attack or stroke.

.yourres^:^^

toWor^!sv.e«
nioscWS oWC
&VO"''deC»«"^

Xo^

ateW'^-^oiW

KNowlTLKJLg
PERSONAL RISKS
Smoking does more */ian just cause disease.

,e*---\.op.-<!;>^''tt\s<^^!r«ca'V

"Lip aew'ies » '"'
of

c"^
'.

'"'oetP'^a"""

to
's
''<^*?-*"''«

^^dn

yoa
""^^fsfo'.^^

^S)

'yo^
""fi

^'^//iIK?

SMOKE
Think about the places where you smoke and write them down.

•/ . .^
4.

5.

fl

Does your list include outside in the blizzard

or in the 34 degree weather...

not in the sweet cold a/c.

Fun CANADIAN eh?

Today, in many communities there are

'smoke-free' spaces and it is becoming

more common to see no smoking signs.

-•)?

Have you noticed any changes

about smoking on your campus?

(7^
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7;,so«.e«*

There are successful ways to quit

WHEN THE TIME IS RIGHT FOR YOU

Her Travis, B^

carol *^*°
o.dsos***' _».

^s resource-

Leave The Pack Behind
Brock University

St Catharines ON L2S 3A1
(905) 688-5550 ext 4992

** "9^5 iKwved No pal ariNs book may be icpnxkiced ; fcm by ptntostal,

EraAiV rcMeval system or any otier ncofs irihoU prior ailta ptajsoon €<te

iMW Tht Pack BeMnd' has been attopled. Mh pennssai. ia* IBWMd Hedh
Oiganzalion's 1999 Worid No Ibbacco Day aivavi.

\

\
CcvyrigMO 2002 bjr Vie authors
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-me costs,

For you.
^""en more bener w

but it ha^^^^oWmg
"l*^" peaceV

.^aU, betoreV^^^^^^;^ eel

Qtn

RECONSIDER
c^rLhra COSTS
/U LruLSOF SMOKING

/"It's a certainty (not a riskphat

/ damage your health

;
smoking w'"

1 in 2 smokers will die of

smoking-related diseases

tna'Ls'^ You've probably heard these^J^
of smoking-related a thousand times, but read the^

'pay attention to them becausos^

they apply specifically to y^u.lung cancer,

n,avhe»PV°

^°'"° maybe add, f.,.^

Weiqhing your pros and cons will help you move iS to quitting. It will help you pay more attention

to the negative aspects of smoKing. y

JiNHEH YOU SJVipKE:

\00^^^.itV)0<^-'^rt\c\es

/ /f^9

ov»*

h \ --^IZ^^'^I
>at^^

Voue,^l7o6^^

:\\d-

o^a^f

sure-

voo^ ?s:c^^

y°^U«">* P°-st'<:rft

\

\

^axe





THEOTHER PROBLEMS.

\

smoking is also responsible for:

\
\

Prematureaging&wnnyinaoLW^^

liGW^CONSIDER

^•tiifn hc^trs

'"y^^'^'^Su want to quit.

- ,.s "°
,,

ate

>ot

you *" „dsVan>i"* you spe,.o.n8 -'.

yoor<°ft,eUe'

a

arW
iov»^

I'ha^

^eV>a>'^-- ^ouv

to

>NV^a^

>%9'

oa^ "*
* 'mov>^

c^a\.__^^,^ges
sO'

lo

io\<^9
lo

V)e
\s to »'"'';oo

<»""

*"•
,;9*^» "°r;ct

^*^"'" -->-*•'

do
V\at

to !*P«'

,ov>
le
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SYMPTOMS^

des.re
^^IJ"'

smoking, YJ"^ nicotine.

These sV^P^^^ut they ^'I'^^^^^X.

'^s rvourh'dV
geUioa bacK »o _

After quitting, you may experience
nicotine cravings that seem to last
FOREVER... When this happens,

J

get out of the moment - leave the
i situation until the craving stops.

WHATT%j^
jWEl^HT...

Not everyone who quits^ains weight

Guess what.;,;
^ure whatev^^^hf

In the short term, some people gain 5 lOlbi.
\

AND YOU PROBABLY FEEL THAT
y'/ THIS WILL BE YOU

Here^why THE POUNDAGE goest

/

Nicotine raises your metabolism. So when you

quit, it is likely that your metabolisam will slow

down until your body gets back to normal...

Smoking suppresses appetite - When
you quit you may feel stronger, more

intense hunger pangs. No kidding eh?

. o maV occur

cravings v;."°--;-n-t be as s»..^^

Vour d°<=t°'„?,ol withdrav^al
symp

Food may become a substitute

for smoking or a distraction for

a little while. Try something else...

Like everything else involved vifith quitting, being

prepared is your best defence. The next section

(p. 19) offers tips for keeping a healthy weight.

\_

e*gS%i^t«f9

^©©yTToEAL^ING
WITH STRESS-V-

\

Stress is a part of life...

and right now cigarettes might be

your favourite way of dealing with stress.

You do have OTHER choices!

Start checking into some alternatives

and next time you're stressed,

try one!

\

sK.^&^
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1\ID n
Close y)qur eyes

\

Imagine yourself as an ex-smoker...

No more nicfits controlling you \

You don't have to stand outside Jn the
cold between classes to light up

You feel more energetic and your
workouts are stronger

Your clothes, hair, and breath smell
fresh and your teeth look cleafier

Add yo"' \

^©0"
Smoking is

not all it's

cracked
up to be

There are 4
many benefttsr^

loquittlngl ^ \ -X

\
\

Ik \

l^ossibii

p^benVouarel
iV^repared -'

Withdrawal,

weight gain

& stress can
be managed

/

/

What if I don't want to quit now?

7No pressure... Just try to keep an open
mind to the benefits of a smoke free li^e. Keep
this book & when you feel ready, read it again.

Alright, I'm ready to quit./ now what?

FEELS GREAT
DOESN'T IT?

Now it's time for a plan! The next
section is filled with strategies and
tools to help you quit smoking. rGddinCl'

KEPAKATlCK
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METHOD HOW TO

METHOD

NICOTINE
PATCH

NICOTINE
CHEWING
PIECES

PROS CONS HOW TO

• no prescription

needed
• effective
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Mlittle
-^-^^-JHELPfROM YOUR FRIENDS

'JU'tting? «y 'or
successful

^^MWA
IBI®JilNE^BIHlilslflif<^AlilHii

^You know why you're doing this again! You have your reasons.
Write down your TOP 4 reasons for wanting to be smoke-free.

"''='< Of^E dIT?^ VERy

"'l"PPortyou.

Ten 'em that you're quhtmg
Cut this list out and put it in a place where you will always see it... your
Triage, your bulletin board, your day planner, your wallet... so when you
want to buy a pack of smokes, you'll remember why you want to quit.

Y TO QUIT

Use the diary on pages 33 to 35 a

few days before you actually quit.

Use it to identify situations, places, people, and
emotions that may still make you want to smoke
after you quit. Each number in the left hand column
represents a cigarette. For each cigarette you
smoke, write down when you smoked it, where you
were, who you were with, how you felt, and how
strong the craving was - mild, moderate, or strong.

On Day One,
simply keep track of your smoking.

On Day Two,

eliminating the ones you craved the least.

On Day Three,

try to cut back by 3 more cigarettes

(And make your final plan to quit)

qU^Jlam

Pick a date and a time that is not stres^ul
For example, don't decide to quit during t^e
middle of exams - wait until they are done,
you just broke up with your girl/boyfriendj
you might want to postpone quitting until you
feel more stable and less emotional. (Of
course, some people believe there's no time
like the present!) Postpone, but don't cancel!

I will quit smoklnq on

REATE
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NOW TAKE ACTION

:fevn/>

"^^>

<rhe tips offered irrtiife^ectipi^e

PROVEN STRATEGI^S^k>^itting.
So/fe\(en if some ofjireadyice seems
ridiculbus to y^affry to ioiis^^-

It WILL hWs^u qum^--^'^ XX /

his section helps

Today, you quiti

48 hours later <-' f^;





REWARD YOURSEL.
for staying smoke free

Go to a funny movie

Plan a dream vacation

Go fishing (for whatever you catch)

Book a massage

«"yamuscten,aga.,V

Hang out with friends who mal(e yjouJ^\ good

tension,
irritability

These feelings are normal.

Your body is craving nicotine, making you feel uneasy.

Take a few deep breaths, talk out your anger, exercise, try to relax.

O problems
sleeping

As your brain adjusts to the lack of nicotine, your sleep may be

disturbed. Avoid strenuous exercise and caffeine late at night Go
to bed & get up at the same time each day Try reading, meditatkm

or warm milk before bed. Avokl sleeping pills or herbal remedies!

(And if you are on the Patch, you can take it off at night).

headaches O
You are withdrawing from a powerful drug. The headaches

will pass as your body adjusts. For now, find a quiet place and relax.

Take a wami shower or bath. Gently stretch your neck and shoulders.

a wann ctoth over your eyes. Take a headache remedy only as recommended.

O coudh,
sore throat &

Your body is in the process of clearing away excess mucus to help you

breathe. Sip \ce water, drink lots of fluids, suck on hard candies or/chew

sugariess gum. See a doctor if symptoms persist.

depression °
/

It's normal to feel a little down as your brain adjusts to the lack of nicotine.

Acknowledge your emotions, talk to friends, or see your doctor for /

advice on how to cope. Remind yourself of the positive things /

associated with quitting smoking. Focus on your success! /

O hMTiger
A slight increase in appetite is normal once you've stopped sfnoking.

Drink lots of water, stock up on fruits, vegqies, and

get rid of chips, cxx}kies and high-pt foods.

^ortiorem ^'^^"V reJ ^'^'>

Cravings don't last forever...

in fact they only last a few

\. minutes, so hang on •

wou'll make It through!

"^^^^^y
feel a /

* '"^'^ are ^^Jj ""=otine

^y° ''ope...

CHANGING YOUR ROUTINES
If you feel like crap, it's hard to t)elieve quitting wiH

eventually make you feel betfer The ideas on the
previous pages will help you deal With withdrawal. But,

you still need to resist TEMPTATIONS to smoke. The
easiest way to resist the urge to smoke i^tw ALTERING
your usual routines. It's amazing how dwiging the
way you usually do things can help you stay smoke-free.

Loved smoking after eating?

• Avoid that after dinner drink

• Get up and brush your teeth

• Eat fresh fruit for dessert

Couldn't wait for that first smoke of the day?
• Jump outta bed & into the shower
• Do some yoga or stretches
• Get to class early

Enjoyed those social cigarettes with friends?

• Sip Perrier; play with the straw
• Hang out in non-smoking locations

• Get an old friend (or a new one!) to quit v\^th you

Lived for a coffee and a cigarette''

• Switch to fresh fruit juice /

• Have a light snack instead of a smol^e
• Skip the coffee, and take a mini wa^ ®'Needed that cigarette when you were crar

• Start studying earlier (hai ha))

• Have brain food: fish, eggs, nijt^, seeds & whole grains

• Take a music break instead

Desparate for a smoke after readinc/all about quitting?

• Make up your own ways tp change your routine! /"^
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REALITY CHECK!
Sure, you can ALTER your routines to avoid some temptations

/

to smoke, but it's not realistic to avoid every situation that makes/
you want to light up! SO here are more ideas for staying smoke free./

. When friends tempt you to snfioke: /

Good friends will be supportive. Ask them to avoid smoking
/

around you until you feel more confident. See if they'll sit in /

the non-smoking section of the restaurant and make plans /

to hang out in smoke-free places.

When the bar tempts you to smoke:
Most ex-smokers find it difficult to not smoke when they

are having a drink at the bar. In the beginning, you may
need to avoid alcohol as well as the bar scene because
the temptation to smoke can be very strong. Instead,

hang out in non-smoking places, like the movies,

theatres, museums - get cultured. Or stick with house
parties where smokers must go outside and you stay ln!i

When your environment tempts you to smoke:

If your job involves mixing drinks at the local pub or

serving food in a restaurant while smoke swirls

around your head, consider this: Bartenders who
work in smoky bars or restaurants have a 50%
greater risk of developing cancer. What sacrifices

are you willing to make for your body...for your health?

o\^-'

Won't I Gain Weight
Now that I've Quit?

•0...... '"«»w.,

S'-os, «"'»*""""'»n,< /

*C.*"'^5e,

'^ The hospitality industry is a good place to make c^xtra cash
'8) but at what price? Consider working in healthier environments.

,S
THROUGH A ^^^^^HY EAW*

exercise

^ERCISE ano

• Watch portions
especially at the restaurant

• Limit alcohol
high in calories!

• Never fry

bake, boil, steam, grill

• Don't keep junk food in easy

• Shop smart
make a list and4»tick to it

(and never shopr^p^n empty stomach!)

\N

'^^€^>^
.Enhances

9^,

.\ncreasefl,s\eeP

^m^.^c^.^^ir

\.Redu^^
9

ii\d

T^ot toi<»^

nds'-

«ancl.«"^S

Smoking to control weight Is counterproductive.

.1*'
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And then there was STRESS^

^^'Mr^Ur
'ONs! ^)
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[V^Qf.

I ' *

SSn,

'^'•'Lom;

-^sjapse

It's been almost a wee'k since you quit

(congratulatioris)

%^w your goal is to STAV\smoke-free

^tj make sure a small sup doesn't

become a major relapse^<v'

n doesn't matter if you've been TOTALLY smoke free since quitting.

What matters is your GENUINE DESIRE to become an ex-smo-er.

RELAPSE PREVENTION fOI:

HOW TO STAY SMOKE FREE
,,o.e^een^s^

>an(i\e
'\<\<p-

, '
^ee/ stressed hu.!'

°' ^^^^ " conflict

I really didn't want to

start smoking again.

But I was so stressed,

that I just couldnl help iL.

. . . I liad to smoke.

I
After qo'*"9.

/ nN, smokers
ft"d

teseWessavW-

S"'*'"5t»se better
>"^^''

\Navs ^^^^ s^^^^m^mt

... I iiavj lu snx)ke.

Ifsnotmyfoultthatl

, started smoking agaii

an easy way to deal with stress, is

I .d.e.e.p. . .b.r.e.a.t.h.i.n.g.

Breathe in breathe out...

Breathe in and close your eyes breathe out . .

.

Breathe in calm relaxing air . ..... breathe out stress . .

.

Breathe in calm relaxing air ...... breathe out stress ..

.

A Breathe in and smile breathe out all your stress . .

.

eathe in and open your eyes breathe out ...

Feel relaxed and ready to face the world ^^

You need to have other strategies

for STAYING smoke free. [D)^MI?_..„. (^
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s^.sca^
®KJD®[]S©\F

(> Recognize your high-risk sr^uations;

You can avoid some and cope with others! )k)ok at pages 42-48}

Self-monitor:
identify what is happening when you feel tempted to^'smoke.

(use your Smoking Diary on page 33)

*-* '"'
"~ni«i free sft®*^

hatshouWj^O'

® Be aware!
The urge to smoke can remain strong years after quittJng.

Be alert to high risk situations that may trigger you to s^oke.

Don't be seduced:

o
by advertisements that portray smoking as sexy or popular.

Use your imagination:

Athletes do; Olympic hopefuls do... Visualizing yourself

succeeding is a powerful way to boost confidence in youf
ability to be smoke-free.

Know your resoui;g^sr (x )

Telephone Helplines, family physicians, school0ounseling

services, frw^resources can help you ovepome the urge

First
Of All,

)^Jy (Q q^Jj( g fg^ jj^gg ijgfQ^g y^gy.j.g jj^gjiy s^J(,(,g55J^J|

(Gaining control of your old smoking behaviour is challenging!)

to smoke - so use them!

("nJ Count on friends-^ family:
^'

—

M,.,. I t: *- ti ?SxNever underestimate the poyrer of«4}pport! Ask people around
you for support as you repfece old haBlts..^th healthy new ones!

Third, remember your reasons for

quitting. Write them down again,

(yes; ONE MORE time!)

Re-read them! Live them!

BFourthJwhen you have a slip, be sWe to learn

something from your experierice. Don't

feel badly because you had a\ cigarette.

Instead, figure out what made yo\j smoke,

and how you can deal with the urge otfferently

the next time. Here are some raeas...

If you are in a situation that makes you want to smoke'

~) remind yourself that it is NORMAL to slip. Most smokers
Ui -

SecondJ
^^'^'' ^^^^ y°" ^^^ ^ "^'"°'' setback - you are not a

^ failure and this is not the end of the world - and renew
your commitment to quitting! Think of it this way...

one has unique abilities and talents,

or 2 activities that you do very well.

r

• Immediately change





Overcomjngse

,'?f*"0Wert

"^-"/c;;'-

'sa«tte™
^<*Mi_6i,^

.:P«OV^'&-P"|'a„e.p,
>'°"canquj(

one cWa'ff
*®

*tto^'

p^utho'*"'
A^it--^

^"

.sigoO :^«*'--'-""

www.LeaveThePackBehind.org

fcijiwi- ?i-jMiM> iK«>- 1^^:

SmokelQuit is funded by Health Canada

Leave The PacSi Behind is fuTKled in pan by Ministry of HeaWi 31x1 L009 Tern Care and

Hea» Canada.

Cnsanerasstinsrestfnancaen parte par leMiasltoeela&a&ietbesia^
icngue duree et par Sante Canada.'

Stic^
at a

t\r(»e-
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Evaluation of Effectiveness 130

Appendix J

Materials included in the usual care 'Quit Kit' condition

* Instructions included in the 'Quit Kit'

* Heart and Stroke Foundation's "Coping With Stress"

* Handout: "Quitting Smoking On Your Own. . .The Basic StuffYou Need To

Know"

* Tobacco Consumption Tracking Wallet-Size Card

* Zyban^^ pamphlet "There's Never Been A Better Time To Quit Smoking"

* Nicorette pamphlet "Nicorette and Me"

* Leave The Pack Behind pamphlet "Do You See Yourself In This Picture"





Instructions included in the 'Quit Kit'

How To Use This Package

LTPB has put together some useful items for you to use.

For everyone,.,

LTPB magnet : stick it on your computer tower, fridge, locker...

LTPB bookmark : Hmmm...a link to some interesting www
LTPB pamphlet : Read for contact numbers & info

Ifyou *re thinkins about quitting. . „

101 Reasons : Post in your bathroom, on fridge or wallet to subtly

remind you why you want to quit!

*Coping With Stress* Booklet : Read to keep your cool & for

relaxation things to do besides smoke

Ifyou are quitting

Nicorette and Zyban info : So you can decide whether to try the

gum, patch or Zyban

Shiny stone : Rub as a stress-reliever

Elastic : snapping a band on your wrist keeps your hands busy

Sugarfree Gum : something in your mouth

Hard Candy: - same idea!
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Quitting Smoking on your own..,.

The basic stuff you need to l<now

Millions of smokers liave successfully quit smoking. You can, too.

Quitting takes Practice!

Most smokers will try 5 - 7 times before they get it right.

1

.

Think it through:

Review your reasons to quit. Write them down and post this in a place you will see often.

How about your wallet, bulletin board, mirror in your bathroom, kitchen fridge.

2. Prepar to quit:

On the 'Quit Card' (in this package), keep track ofhow much you smoke nclude where you
were and how you felt. After doing that for a couple of days, eliminate the cigarettes that are

least important to you. It will help you cut back and will make it easier to quit.

3. Choose your quit day
How about Hallowe'en, Remembrance Day, the first ofthe month, Xmas, everyone's

favourite: New Years, Valentines Day, the 29* day of February, Victoria Day. .

.

4. Make a plan:

Ifyou've tried quitting before, think about the last time you quit. Think about the

circumstances that made you go back to smoking and how you'll handle those situations

this time. Have a plan for coping with things that could 'trigger' you to go back to

smoking.

5. Choose the method:'*'

There are lots ofways to quit - gum, patch, cutting back, cold turkey, self-help booklets,

etc. So, even ifyou are going to quit smoking 'cold turkey', choose a back-up method

just in case! Ifyou need a prescription, go to your student clinic/family physician and

explain what you are doing and discuss your options.

6. Get support:

Find someone to help you while you are going through the quitting process.

Remember LTPB trained students are always available to talk to and to support you.

7. Set the stage:

Clean up your home & car, by getting rid of ashtrays & lighters.

8. You are ready!

* Who should consider using medications to quit?

Anyone who is having a hard time quitting, but especially those who...

~smoke within Vi hour of waking in the morning

~ smoke Vi to one pack of cigarettes/day

-have tried to quit without pharmaceutical aids and it didn't work

Tobacco Use Reduction Guidefor Colleges and Universities, Hancock, L, 2000
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Tobacco Consumption Tracking Wallet-Size Card

Back ofCard

Front of Card

How To Use This Card:

1. Write in the days of this month.

Z For each day on the calendar, write in

the # of cigarettes you smoked.

WHY?
it wriH he^ you see exactly how much you smoke,

on which (faiys & wiR help you cut back.

wwwI.eaveThePackBehind.org 9056885550x4992

I
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COUNSELING AND SUPPORT

Quitting smoking, as with most things in life, is

easier when you have support. In fact, studies

show that people who take part in programs to

quit smoking have a better chance of succeeding.

Talk to your doctor. And for a listing of local

community support programs visit the Canadian

Centre for Substance Abuse website at

http://www.ccsa.ca

Your doctor and pharmacist are ready

to talk about quitting when you are.

THE± LUNG ASSOCIATION GlaxoWdlcomc
t

QUITTING SMOKING DOESN'T HAVE TO
FEEL LIKE QUITTING SMOKING.

/tarf (bupfopion hydrochloride) is a registered trademark tit Glaxo Group Limited. Glaxo Wellconie Inc.. licensed use.

le appearance, namely the colour, shape and size, ot the Zybin tablet is a trademark of Glaxo Group Limited.

«o Wellcome Inc.. licensed use. Habitrol* (S(-)-nicotine) is a registered trademark of Novartis. Nicoderm Patch* (nicotine),

orette" and ^NicoretteTlus (nicotine polacrilex) are registered kakmaitB at Hoedist Marion Roussel. Nicotrol* is a

siered trademarii o< Johnson and Johnson Merck.

92151

There's never been

a better time to

quit smoking!

Visit

www.YeartoQuitSmoking.com

and

Talk to your doctor

or pharmacist

for more information.





Choosing a treatment to

help you quit.

Today, there are more treatments than ever to help

you quit smoking! Remember, medication options

are not suitable for everyone. Talk to your doctor or

pharmacist, who knows your medical history and

medication use, about what is best for you. Here's

a brief description of some of the options available:

Consult your healthcare professional for a full

description.

NICQTINE-FREE THERAFT

Smoking-cessation Pill

e.g. ^Zybaif (bupropion hydrochloride)

How does it work?
~"

Zyban is a nicotine-free pill to help you quit

smoking. For many people motivated to quit Zyban

reduces withdrawal symptoms and the urge to

smoke. Zyban is available only with a prescription

from your doctor.

How do you use it?

Take Zyban, as prescribed by your doctor.

Since it takes about one week for the medicine

in Zyban to take effect, you continue to smoke

during this time.

Treatment lasts 7 to 12 weeks - follow your

doctor's instructions.

You may need to take Zyban for a longer

period of time to prevent you from returning

to smoking-Ask your doctor.

The Zyban*plus support program is available

to people using Zyban to help them quit

^^

Are there any side effects?

The most common side effects with Zyban are dry

mouth and difficulty sleeping. If they occur, these

side effects are generally mild and often disappear

after a few weeks. Additional side effects include

shakiness and rash.

NICOTINE REPLACEMENT THERAPY

Nicotine patches and gums supply your body with

nicotine to help you get over the withdrawal

symptoms and cravings. The amount of nicotine

you get from the patch or gum is less than smoking

a pack of cigarettes a day.

Nicotine Gum ^^

e.g. Nicorette", Nicorette Plus'

(nicotine policrilex)

How does it work?

Nicotine is absorbed into your bloodstream

through the cheek when you chew the gum.

How do you use it?

Speak with your pharmacist and read the

package insert

It is recommended that you stop smoking

before you start using the gum.

When you have an urge for a cigarette,

chew one piece of gum as per instructions

(10-20 pieces a day - do not exceed 20

pieces/day).

As the urge to smoke begins to fade, you

gradually cut down on the number of pieces

you chew until you're ready to give up the

gum completely (3-6 months).

i^^





Are there any side effects?

Nicotine gum can cause jaw, mouth and throat

soreness, hiccups, irritability, trouble sleeping,

headache, light headedness, and stomach upset.

Nicotine Patches

e.g. Nicotror (nicotine),
^*^

Nicoderm Patctf (nicotine),

and Habitror (S(-)-nicotine)

How do they work?

When you apply a nicotine patch to your skin,

nicotine is steadily absorbed into your bloodstream.

How do you use them?

There are a number of strengths available.

Ask your healthcare professional which

starting dose is right for you.

Stop smoking completely before you use

the patch.

Switch to lower dose patches over time

according to your healthcare professional's

directions (length of treatment is approxi-

mately 3 months).

Support programs are available to people

using Nicotrol* and Habitrol* to help

them quit

Are there any side effects?

Nicotine patches can cause minor skin irritation,

headache, light headedness, difficulty sleeping

and stomach upset.

.<->

OTHER STOP-SMOKING TREATMENTS

Cold Turkey... or just stopping

smoking is the way most people

try to quit the first time.

Acupuncture... involves placing fine

needles in the skin at specific

locations.

Laser therapy... directs laser beams

at certain locations on the body.

Aversion therapy... associates

unpleasant sensations or smells

with smoking. Techniques include

breath holding, rapid smoking, etc.,

and should be performed with the

supervision of a healthcare

professional.

Hypnosis... subconsciously influences

smokers to change their behaviour.

Nicotine Fading... involves making a

series of cigarette brand switches to

brands that have progressivly lower

reported tar and nicotine ratings

before quitting completely.

Tapering... reducing the actual

number of cigarettes smoked.

Herbal/Natural Products... acting

through a variety of mechanisms

have been used as smoking

cessation aids.
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What does it take

to quit?

Quitting offers plenty

of benefits.

Your decision to quit is the most important ingre-

dient for success. But it's not unusual for people

who want to quit smoking to slip up on the first

or second try. In fact, four out of five smokers try

several times before they can quit for good.

So don't give up hope...yow C3n do it!

It helps to understand that quitting is a step by

step process. It's not something you should do on

a whim or a dare. And it's best if you prepare- and

have a plan to help you succeed. Counseling with

your doctor or local stop-smoking support groups,

and other forms of support will also improve your

odds for success.

Be prepared.

If you know what to expect when you stop

smoking you can plan strategies to help you cope.

Some of the symptoms you experience while

quitting may not be pleasant but they are signs

that your body is healing from the effects of

nicotine. You may feel some or all of the following:

irritability

anxiety

difficulty concentrating

trouble sleeping

feelings of depression

cravings for tobacco

Whether you're thinking about quitting for the

first time or you've tried many times before,

you're not alone.

Over 50% of Canadians who smoke are consider-

ing quitting within the next six months. Here are

a few reasons why:

To reduce the risk of serious illness

To improve general well being

To protect family and friends from the dangers

of second-hand smoke

To feel more comfortable in smoke-free places

To be free from the smell of smoke

To save money spent on cigarettes
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KEYS TO SXTCCESS

IMPORTANT:
Read this booklet

carefully before using

NICORETTE.

1) You must really want to quit smoking for NICORETTE to
help you.

2) You can greatly increase your chances for success by using
the recommended number of pieces every day (see Dosage
Chart page 6).

3) Continue to use NICORETTE for the full 3 months (see

Dosage Chart page 6).

4) NICORETTE works best when used together with a support
program.

5) If you have trouble using NICORETTE or have any questions,

ask your doctor or pharmacist

GONGBATULAnONS

You have taken an important first step towards becoming
a non-smoker. Starting now, you must give up smoking
completely. Your strength and willpower, combined with the
proper use of NICORETTE will help you wean yourself

off nicotine gradually, without going through j.
the agony of withdrawal. R

%,U

QUITTING SMOKING IS HARD!

If you've tried to quit before and haven't succeeded, don't be
discouraged. The important thing is to try again until you
succeed. This booklet v^ll give you support as you become a

non-smoker. It answers common questions about NICORETTE
and gives tips to help you stop smoking, and should be
referred to often.





WHERE TO GET HELP HOW NIGORETTE GUMWORKS
You are more likely to stop smoking by using NICORETTE

with a support program that helps you break your smoking

habit. Your doctor or pharmacist may be able to recommend
support groups in your area.

If you start smoking again after using NICORETTE, remember
breaking this addiction doesn't happen overnight. You may
want to talk to a health care professional who can help you

improve your chances of quitting the next time you try

NICORETTE.

NICORETTE sugar free chewing pieces provide a lower level

of nicotine to your blood than cigarettes, and allow you to

gradually do away with your bod/s need for nicotine.

NICORETTE works as a temporary aid to help you quit smoking
by reducing nicotine withdrawal symptoms, such as irritability,

frustration, anxiety, difficulty in concentration and restlessness.

Without these powerful cravings for the cigarettes you
"need", getting rid of the "habit" cigarettes becomes
much easier.

UNDERSTANDINGYOUR HABIT

Many of the cigarettes you smoke are little more than"habit"

cigarettes; you've gotten into the habit of having them at

certain times, like:

• after meals
• with morning coffee

• while talking on the phone

•while driving your car

• when you're under stress

• while having a drink with

friends

The other cigarettes you smoke are cigarettes your body feels

it "needs". Nicotine is a chemical your body has come to

like and depend on. When you smoke, nicotine is released

into your bloodstream, "topping up" its supply. After a while,

your blood levels decrease until you feel a craving telling you

to "top up" again.

SETA QUIT DAT

Your chances of quitting smoking increase dramatically when
you set a Quit Day for yourself. Your Quit Day shouldn't be
too far in the future. Before your Quit Day go over in your

mind all the reasons for wanting to quit, and try to imagine

yourself without cigarettes.
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HOW TO USE NICORETTE GUM HOW TO USE NICORETTE GUM

when you aet the
ur^e to light up

bite it a few times

... go e\ow.

wait a minute...nicotine

is being released

park it... (slow down if

you start feeling

uncomfortable)

take a NICORETTE

now park it between
your cheek and gum

then repeat,

bite. bite.

after about 30
minutes - safely

dlecard it.

It is very important that you use NICORETTE properly.

NICORETTE is medicine, not ordinary chewing gum, and It

can make you feel light-headed, nauseous, or give you the

hiccups if you chew it improperly. Go slowly. Bite It once or

twice, then "park it" between your cheek and gum. Wait a

minute, and repeat. BITE. BITE. PARK. BITE. BITE. PARK. Slow

down if you start feeling uncomfortable. After about 30 min-

utes, you will have released all the medication. Discard the

gum out of the reach of children, and start a new piece as

soon as you get an urge for a cigarette.

Avoid drinking acidic beverages such as coffee, tea, soft

drinks, alcohol or citrus juices when chewing NICORETTE.

They can prevent it from working properly.

HOW LONG SHOULD YOU USE
NICORETTE GUM?

You should use a piece of NICORETTE whenever you have the

desire to smoke. Use the following Dosage Chart as a guide.

Do not exceed 20 pieces per day.

As your NICORETTE therapy begins to work and your urge to

smoke decreases, you can gradually decrease the number of

pieces you use. Finally, when you are down to 1 or 2 pieces

of NICORETTE a day, you will be ready to give up NICORETTE

altogether. Do not rush it. For most people, treatment will

take about three months, although some people may require

up to six months.

DO NOT USE FOR MORE THAN 6 MONTHS WITHOUT
CONSULTING A PHYSICIAN.

Carry NICORETTE with you at all times for up to three

months after you stop smoking in case you feel the urge to

smoke again. One cigarette is enough to start smoking again.
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How many
cigarettes

do you smoke
a day?

Dosage Chart
Month 1

FIRST
I

SECOND

2 WEEKS 2 WEEKS

pieces/day pieces/day

Month 2

pieces/day

Month 3

pieces/day

Month 4-6

pieces/day

m
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YOU MAY EXPERIENCE SIDE EFFECTS

Common side effects of quitting smoking may include:

irritability

trouble sleeping

increased appetite

headaches

However, these should disappear after the first few days.

WHO SHOULD NOT USE NICOBETTE?

You should not use NICORETTE if you:

• Continue to smoke, chew tobacco, use snuff or use a
nicotine patch or other nicotine containing products

• Are pregnant or nursing

• Are under 1 8 years of age

• Have a jaw disorder, such as temporomandibular joint

disorder

NICORETTE can cause: headache, lightheadedness, hiccups,

upset stomach and other stomach problems, especially if

chewed too quickly or not chewed correctly. Other common
side effects include mouth or throat soreness.

Because NICORETTE is a gum-based product, chewing it

can cause dental fillings to loosen and aggravate other mouth,
tooth and jaw problems. It may also stick to dental work.

Because NICORETTE has been designed to release nicotine

only when chewed, no harmful effects will occur should

you accidentally swallow a piece of gum.

in the case of overdose or if a chijd chews or swallows one or

more pieces of NICORETTE, contact your doctor or local poison

control centre at once. Young children are especially sensitive

to the effects of even small doses of nicotine. Nicotine can be

lethal to children and pets.

Check with your floctor before using NKORETTE if you:

• Have or have had heart, thyroid, circulation, stomach, throat

or nrxHith problems, angina, coronary artery disease, peripheral

vascular disease, irregular heartbeat, or high blood pressure.

• Are taking insulin or any prescription medication. The dose
of your prescription medicine may need to be adjusted.

SOME IMPORTANT PRECAUTIONS:

Stop using NICORETTE and consult your doctor if:

• Irregular heartbeat, chest pain or leg pain occurs or if severe

or persistent stomach upset (indigestion, heartbum) devetops.

• You think you are pregnant. Avoid becoming pregnant

while using NICORETTE. Nicotine in any form can cause

harm to your unborn baby.

• You develop symptoms of overdose such as nausea,

vomiting, dizziness, weakness and rapid heartbeat

Consult your dentist or doctor if injury or imtation to the

mouth, teeth or dental work occurs.

Consult your doctor if you have difficulty in reducing the

quantity of pieces used within three months.
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HOW TO STORE NICORETTE

Store NICORETTE in its original

packaging between

15and30°C, and

protect from light.

NICORETTE
is a drug and
must be kept

out of the reach

of children.

STAYING SMOKE FREE

Take up an activity that might have been difficult

- if not impossible - to do while you smoked. Join a health

club, or start exercising at home. It can make you feel doubly

good about yourself for quitting. Some other helpful tips:

• Try to avoid alcohol, coffee and other beverages you

associate with smoking.

• Keep your hands occupied by playing with a pencil, paper

clip, marble, etc.

• Instead of smoking after meals, try brushing your teeth, or

going for a walk.

• Try to avoid people or situations you associated with

smoking - at least for a little while.

• Each month, on the anniversary of your Quit Day, plan

a special celebration.

• You may also need additional help. This is nothing to be

ashamed of, and your doctor or pharmacist will be able to

recommend a self-help group or support program in your area.

COPING WITH RELAPSE

If you do relapse, don't feel embarrassed or ashamed.
Most people wtio successfully

quit smoking do so after

several attempts.

Most relapses occur

within the first week or

within the first three

months after quitting,

especially during situatk}ns

you used to associate with

smokir^g, Rke stress or

when drinking alcohol.

Knowing that tfiese situations

can be difficult can help you

prepare for them or, better yet,

avoid them in the first place. It's important to have tfie support

from friends and family.

REWARD YOURSELF REGULARLY

Quitting smoking is a very difficult thing to do and you
deserve to feel proud. A little reward now and then to

congratulate yourself for your success is a reminder that

you are doing something good for your well being and

will encourage you to continue the good work.

10 11





Do You

www.Ieavethepackbehmd,org

Central Office
Brock University

(905) 688-5550 ext. 4992
salawler@amie.pec.brocku.ca

Campus Contacts:

Brock University

(905) 688-5550 eit. 4992
brock_leavethepack@yahoo.ca '

-

Centennial Coli^e

(416) 289-5000, Ext. 3616
ldurand@centenniaIcoIlege.ca

University of Gvelph

(519) 824-4120 ext. 3327
ltpb_gueIph@hotinaiI.coin

McMaster University

(905) 525-9140 ext. 27619
mac_leavethepack@yahoo.ca

Mohawk College

(905)-575-2084
gofnnm@maiLmohawkc.on.ca

Niagara College

(905) 735-2211 ext 7635
leavethepackbefaind@yahoo.ca

Queen's University

(613) 533-6000, ext 77763
LPB@post.queensu.ca

University of Toronto

(416) 978-8030 ext 6
ltpb.smokefree@utoronto.ca

University of Windsor

(519) 253-3000 ext 3261
ltpb_uv»'indsor@hotmaiI.com

Yourself
In This
Picture?





Where Do I Fit In?

Will I Become Addicted to

Nicotine?

Check yourself out with the

following indicators:

• Ifyou have smoked 100 cigarettes...

• Ifyou smoke within 30 minutes of
getting up,.. , :%

>Ifyou smoke daily...

• Ifyou have cravings when you haven't
; -smoked in a while...

• Ifyou have a cigarette every time you
drink alcohol...

• Or, every time you have coffee...

• Most ofyour friends smoke and you
smoke with them...

Did you know...? -

Nicotine is one of the most addictive diu^
known. Smoking four full cigarettes//!

your life increases the likelihood by 90%
that you will be smoking for the next 40
years'.

1-RiisseU.M (1990). Hie nicotine tnp a 40 year sentence forfow ci^Rlles. -C.

BratskMunudofAdActum^ 85. J9i-yOOO. ^
. !. 't Hv^

Do I intend to

be a lifelong

smoker?





I'm Not a Quitter!

*Leave The Pack Behind'* is a

smoking programybr students by

students. It is notJust about quitting

smoking.

We provide:

• Tips to deal with nagging and best

intentions of friends, family, and even

strangers.

• Individualized computer-assisted

assessment with one-on-one private

consultations.

• Programs for people who don V want to

quit

• Individually designed quitting

^ strategies.

• Residence education talks.

• Carbon Monoxide testing.

• Non-judgmental support and

J understanding.

If you've tried quitting and it hasn't

worked, you can now talk to our

'Leave The Pack Behind' student staff.

Research is another component of the

'Leave The Pack Behind' program.

Even ifyou don't want to quit, come
and talk to us. The information you

provide will help other students on our

campus.

*The 'Leave Tbe Pack BduDtr name for this piognin has been adopted, widi pennission, from

die World Healdi Organizatioa's 1999 Woid No Totncco Day campaigB.

When Cold Turkey

Doesn't Work, You
Have Options.

*Leave The Pack Behind' can

provide you with the unbiased in-

formation you want. Everyone is

different and some methods may
be better for you. Talk to one of

our staff members and get the facts

on your options.

• Nicotine Gum.

• Transdermal Nicotine Patch.

• Zyban™

• Talking with a knowledgeable

'Leave The Pack Behind' Peer-

Support Staff.

• Consultation at Student Health

Services.

• Or a combination that suitsj<?Mr

needs.

Support

ifyou

need it!





What Stage Am I In?

Quitting smoking happens in stages.

Some people haven't smoked in months.

Many have tried to quit in the past and

they want to try again. Some smokers

are not ready to quit.

Regardless of where you are, computer-

assisted assessment will tell you more

about your stage. Visit a 'Leave The

Pack Behind' booth or contact Student

Health Services.

Smoking Stages of Change:

Maintenance
"/ used to be a smoker

Action
"/ quit last week

Preparation
"/ have cut down

Contemplation
"/am thinking abotU quitting

"

Precontemplation
"I don 7 want to quit

"

Is Smoking More Costly

Than You Think?

Over 4 years of University or CoUege..,

1 pack/week—
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Appendix K

Materials that all Participants Receive in their Package

In addition to receiving either One Step At A Time, Smoke|Quit or the usual care

'Quit Kit' condition, all participants will also receive the following materials:

Copy of the Infonnation/Consent Form

Referral information for the provincial Smokers Helpline

A handout entitled "101 Reasons to Quit Smoking"

Leave The Pack Behind fridge magnet
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Appendix L

Information/ Consent Form





September 2002-April 2003

to be printed on Brock letterhead

Evaluating the Effectiveness of 3 i.eave The Pack Behind Self-help Smoking Cessation Interventions

Leave The Pack Behind has self-help materials for smokers who do and don't plan to quit smoking. Although

older adults' use of these materials has been studied, there is no research to support whether such materials are

helpful to university students. So, with support from the Mmistry ofHealth & Long Term Care & Health

Canada, researchers at Brock University are doing a study to find out whether three types of self-help materials

available through Leave The Pack Behind (LTPB) are effective for university students.

Ifyou smoke cigarettes - even occasionally - you're invited to participate in this study. Of course, you are not

obligated to participate; and ifyou declme, you can always access LTPB programs services. If, on the other hand,

you agree to take part, you will receive a package of self-help smoking cessation materials to take away and use

at your own convenience, and two 'support calls' (in 4- and 12-weeks) from a Peer Educator. (Peer Educators

are graduate students who works for LTPB). Finally, for research purposes, you will also be asked to complete

the attached baseline survey about your smoking, and to respond to very brief surveys during the phone calls.

(These ask about your smoking/quitting behaviours and intentions, and your use of the materials you received).

At the end of the 12-week phone call, ifyou have quit smoking, you will be invited to go to Student Health

Services to provide a urine sample for cotinine testing. The test uses a 'dip strip' to check the urine for cotinine

(a metabolite of nicotme), and takes only moments. Ifyou agree, the same Peer Educator who has called you

will deliver your name and phone number to the Health Services nurse who will call you for an appointment.

In order for the Peer Educator to phone you and offer support, she/he will need to know your name and phone

number, and just a little bit of information about your smoking. Therefore, the one Peer Educator who will be

callmg you will transfer to a smgle sheet of paper: your name and phone number (from this form), and your

code number and the amount you smoke (from your baseline survey). Then, this form will be stored in a locked

filing cabmet in the LTPB office. It will never be seen by the researchers, and it will be shredded at the end of

the school year. The sheet ofpaper with your personal mformation will also be kept in a locked cabinet, but

separately from your consent form. It too, will never be seen by the researchers, and will be shredded at the end

ofthe year. Your survey and your answers to the 4-week and 12-week phone interviews - all ofwhich have

only your code and never your name - will be sent to the researchers at Brock University. Ifyou do the urine

cotinine test, the nurse will tell you the result, then ask for your permission to forward your result and code

number (but not your name) directly to the researcher. Thus, the researchers will never know your identity. At

the end of the school year, they will destroy all data collection forms.

There are no known harms to participation in this research, and you may withdraw from the study at any time.

The benefits ofparticipation are that you will learn more about smoking and what may help you when you are

ready to quit. Also, when you receive the 4-week phone call, your name is entered in a draw for a $10 movie

pass; when you receive the 12-week call, you receive a $2 coupon for Tim Hortons. (Even ifyou declme the

interview, you still get the gift).

The results of this study will be reported through professional and academic venues (e.g., journal articles,

conferences etc.). AH reports will refer to grouped data and never to an individual. You and your answers vdll

never be reported individually.

This study has been approved by the Brock University Committee on Research vdth Human Participants (REB

# XXXXX). Ifyou have any questions about this study or your participation in it, please contact Dr. Kelli-an

Lawrance, 905 688 5550 x 4288, or the Office of Research Services 905 688 5550 x 3035.



( ;.'

} V-.^' ...^X.



September 2002-April 2003

ffl consent to this study, I understand that:

The purpose of this survey is to collect data about the effectiveness of self-help smoking cessation resources for

helping university students.

I will be contacted by phone in 4 and 12 weeks to receive support and to complete short telephone surveys.

The data that I provide will be identified with only a code, not my name.

The only individuals who can link my code number to my name are the Peer Educator who calls me, and the

nurse who does the urine test, ifI agree to one.

I and my answers remain completely anonymous to the researchers.

All information I provide will be kept confidential, and all forms will be destroyed at the end ofthe school year.

I may be asked to provide a urine sample if I report that I have quit smoking, but I can refuse to participate this

procedure at any time.

No harm from participation in this study is expected

The results of this study will be reported in a manner such that I can not be identified in any way. Published

results will refer to grouped data and not to any individual.

My participation is voluntary and I may with draw from the study at any time and for any reason by contacting

Dr. Kelli-an Lawrance, 905 688 5550 x4288.

I am under no obligation to answer any question/participate in any aspect of this project that I consider invasive,

offensive or inappropriate.

I have read this form & understood the information presented here. I have been provided with a copy of this

form to keep, and the researcher's name & contact infonnation. Any questions I had have been answered to my
satisfaction. Based on my understanding ofthe study, I consent to the following:

[Please check which of the study responses you would like to participate in©]

®The self-report data I provide through the baseline questionnaire, 4-week and 12-week telephone

interview can be included in the study and I may be willing to go to Health Services to provide a

urine sample at the conclusion ofthe study (12 weeks from now),

®The self-report data I provide through the baseline questionnaire, 4-week telephone Interview, and

12-week telephone interview can be included in the study; I will not go to Health Services to

provide a urine sample at the conclusion ofthe study

f C ) I do not agree to provide any data for the study

I I Please check here ifyou do not permit your data to be held for future data analysis by graduate or

undergraduate students who are under the fiill supervision ofthe primary investigator.

Signed Date

NAME

HOME PHONE: CELL PHONE:

Thank-you for your time & participation!
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Appendix M

Participant Tracking Form





Evaluation of Effectiveness 134

Appendix N

Debriefing/ Thank-you Letter





Leave The Pack Behind
www.LeaveThePackBehind.org

Although there have been reductions in smoking rates among teens and older aduhs, tobacco use

among young adults, 18 to 34 years old, remains high (Cancer Bureau, 1999). About 35% of 19-

to-24 year olds smoke. On university campuses, this number may be closer to 40% when social

smokers are included (Caimey & Lawrance, 2002; Emmons et al., 1998; Everett et al., 1999;

Fiore et al., 1993; Wechsler et al., 1998). But, despite these high smoking rates, young adult

smokers are under-serviced with respect to smoking cessation programming. This is certainly true

on post-secondary campuses where a survey of 393 US colleges showed more than 40% of the

schools did not offer smoking cessation programs (Wechsler et al., 2001).

To change this situation, a unique tobacco control initiative called Leave The Pack Behind

(LTPB) was created. It is led by researchers at Brock University, and operates on eight university

and two college campuses: Brock University, University of Guelph, McMaster University,

Mohawk College, Niagara College, University of Ottawa, Queen's University, Ryerson

University, University of Toronto, and University of Windsor. On each of these campuses, LTPB
employs student-staffwho carry out a continuous multi-channel communication campaign and

make sure every student on campus has access to a wide range of smoking cessation programs

and services ifthey want them.'

This was a start, but there was still a problem: none of the existing smoking cessation programs

were tailored for young adults. Therefore, to better meet the needs of students like you, a new

self-help smoking cessation program was developed by LTPB researchers. The new resource is

modeled on the Canadian Cancer Society's One Step At A Time self-help smoking cessation

program - a program 'proven' to work for older adults. It also uses ideas from LTPB 'Quit Kits.'

(The 'Quit Kit' is a pre-set package of print resources and novelty items (e.g., gum, hard candies,

fridge magnets, 'worry stones,' etc.) that many smokers find helpfril as they consider quitting, or

prepare and try to quit.

With your help in this study, LTPB researchers are investigating which self-help smoking

cessation intervention - One Step At A Time, the Quit Kit, or the new LTPB program - is the most

preferred and the most effective way of helping young adult smokers to reduce or quit smoking.

You, like every other participant in the study, received one of the three self-help interventions.

(Which one you received was up to chance). Later, you were interviewed about how you liked it,

and your own smoking and quitting behaviours. Answers from the 4-week telephone interview

will be used to determine which intervention students like the best. Answers from the 12-week

telephone interview will address effectiveness by showing how many smokers using each

program quit smoking, made a quit attempt of at least 24 hours, reduced their weekly tobacco

consumption, and so on. All three interventions are expected to be about equally effective - of

course, the final answer is in the results. The new LTPB program is expected to be the most

preferred because it is written specifically for post-secondary students.

The available interventions reflect current wisdom in smoking cessation programming. For example, clinical tobacco intervention

training for campus medical professionals and strong referralprocesses for student smokers have been established based on evidence

that physician advice and NRT/pharraacological interventions are clearly effective (Fiore et al., 1994; Lancaster et al., 2000).

Likewise, based on sound evidence of effectiveness {cf. May & West, 2000), LTPB uses 'buddy' systems for quitting during a

motivational contest held in conjunction with national non-smoking week. Finally, LTPB offers smokers self-help programs

supplemented with two proactive telephone contacts, based on research showing self-help materials, combined with brief personalized

support, are effective at assisting smokers to quit (Lichtenstein et al., 1996). Supplementary to these programs and services, LTPB
student-staff host weekly displays, offer drop-in counselling/ information sessions, make presentations to classes, and appear at

campus events to ensure that LTPB and its services maintain a visible presence on your campus.





This study is important for a number of reasons. First, even though it is known that smoking

cessation programs help people quit, universities typically provide limited encouragement or

specific support for smoking cessation (Wechsler et al., 2001; Willcox, 1997). Results from this

study can change that. Second, given that most smokers would prefer to quit pretty much on their

own, self-help programs are a good way to provide quitting information and tips that smokers can

use at their own convenience, on their own time, and without any one's interference. This study

provides very important information about the effectiveness of a preferred quitting method.

Finally, results of this study will contribute to efforts to understand a behaviour that causes

12,000 deaths across Ontario and costs our health care system one billion dollars annually.

Ifyou would like to see the results of this study, please visit www.LeaveThePackBehind.org.

They will be posted in the Spring (2003). In the meantime, ifyou have any questions at all, about

this study or smoking in general, feel free to contact any of these people:

Dr. Kelli-an Lawrance,

Principal Investigator & Associate Professor, Brock University, 905-688-5550 ext 4288

(klawranc@amie.pec.brocku.ca)

Ms. Sharon Lawler, RN, MEd,
Manager, Leave The Pack Behind, Brock University, 905-688-5550 ext 4992

(salawler@amie.pec.brocku.ca)

or the LTPB office on your campus

Thank you very much for your help.
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