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ABSTRACT 

 

Previous research outlined in clinical practice guidelines for cigarette smoking patients 

indicates that brief interventions by health care professionals can change smoking 

behavior. It is well documented that cigarette smoking and psychopathology frequently 

co-occur suggesting that psychologists are in a prime position to help clients stop 

smoking. Despite the existence of the Clinical Practice Guidelines for Treating Tobacco 

Use psychologists are reportedly reluctant to intervene due to lack of knowledge, 

training, and self-efficacy for conducting brief smoking interventions. This study 

addressed barriers to the provision of smoking cessation interventions by mental health 

care providers. Forty clinical and counseling graduate student therapists were assigned to 

either a group that was provided training or a control group who received no training 

until the study was completed. Repeated measures ANOVA‟s revealed that the trained 

group became more familiar with brief smoking interventions and their skills for 

providing such treatments increased.  Further, students‟ perceived professional 

responsibility toward providing such interventions also increased, however, their 

confidence to provide such interventions only increased with clients who reported being 

motivated to make a quit attempt. The clinical and theoretical implications of these 

results are discussed. 

 

 

 

 

 

 

 

 

 

 



Texas Tech University, Charlene M. Key, August 2011 

 

 

vi 

 

LIST OF TABLES 

6.1  Demographic Characteristics of Study Sample (N = 40)………….…………..……46 

6.2  Mean Characteristics of Treatment Group (N = 24) and Control Group (N = 16)....47 

6.3  Therapist Smoking Status - Treatment Group (N = 24), Control Group (N = 16)….48 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Texas Tech University, Charlene M. Key, August 2011 

 

 

vii 

 

LIST OF FIGURES 

7.1  Familiar With the 5A‟s for Brief Smoking Interventions……………………...43 

7.2 Necessary Skills to Conduct Smoking Interventions………………………..…44 

7.3 Ask New Clients About Their Smoking Status……………………………......45 

7.4 Assess Client Readiness to Make a Quit Attempt………………………..……46 

7.5 Arrange for Client Follow-up……………………………………………….....47 

7.6 Therapist Confidence to Conduct a Brief Intervention……………………..…48 

7.7 Therapist Confidence to Counsel Client Who is Not Motivated to Quit……....49 

7.8 Willingness to Provide a Brief Smoking Intervention…………………………50 

7.9 Professional Responsibility to Provide Smoking Interventions……………..…51 

 

 

 

 

 

 

 

 

 



Texas Tech University, Charlene M. Key, August 2011 

 

 

 1   

 

CHAPTER I 

INTRODUCTION 

 The use of products containing tobacco remains the leading cause of preventable 

death in the United States (Centers for Disease Control [CDC], 2009). Despite the fact 

that 35% of U.S. cigarette smokers make at least one quit attempt each year, only a 

fraction of these individuals are successful in achieving long-term abstinence (American 

Psychiatric Association [APA], 2000). Even with the many smoking prevention and 

intervention programs made available to smokers, the relapse rates for smokers making a 

quit attempt remains at 75-80% after six months (National Institutes on Drug Abuse 

[NIDA], 2009). In 2009 it was estimated that 46.6 million or 20.6 % of all adults in the 

United States were current cigarette smokers.  Alarmingly, among young adults aged 18-

24 years, these rates are even higher at 21.5%, and rates among adults 25-44 years of age 

are 24% (CDC, 2010). College-aged through early middle aged adult smokers, therefore, 

represent the largest smoking group in the United States indicating a troubling trend for 

the future as well as a need for effective interventions across multiple settings and age 

groups (CDC, 2010; National Institutes on Drug Abuse [NIDA], 2009). Of additional 

concern is the rising rate of tobacco use among Hispanic middle school and high school 

students which has been historically lower than that of Caucasian teens (CDC, 2010). 

Smoking cigarettes has long been associated with premature mortality, as well as 

many debilitating illnesses including emphysema, coronary heart disease, cancer, asthma, 

and chronic bronchitis (NIDA, 2010). Along with the devastating health effects of 



Texas Tech University, Charlene M. Key, August 2011 

 

 

 2   

 

tobacco use, the nation faces an economic burden of over $193 billion dollars a year in 

medical costs and lost productivity related to smoking (CDC, 2010). In terms of lives 

affected by tobacco use, it has been estimated that 8.6 million Americans have serious 

medical illnesses caused by smoking and 438,000 Americans die prematurely each year 

as a result of smoking cigarettes or exposure to secondhand smoke (CDC, 2006). Given 

the high rates of continued smoking despite the well-documented health effects of this 

behavior, it has become clear that cigarette smokers are frequently unable to quit smoking 

even with strong incentives to do so. It is clear that in addition to physiological 

dependence to nicotine, psychological factors (e.g., social, and behavioral) are among the 

primary reasons smokers have such difficulty quitting (Fiore, et al., 2008).  

Cigarette Smoking and Psychopathology 

Given the importance of social and behavioral factors in smoking cessation, 

psychologists are well suited to help individuals wishing to quit.  Further, to highlight the 

importance of the role of psychologists in the delivery of smoking cessation treatment 

one only needs to review the literature.  Specifically, there are several models linking  

psychological conditions including, stress, anxiety disorders, and depression to the 

initiation and maintenance of smoking behavior (Morisette, Tull, Gulliver, Kamholz, & 

Zimering, 2007; Morrell & Cohen, 2006; Ziedonis, D., et al., 2008).  In fact, the available 

research confirms that cigarette smoking, stress, Major Depressive Disorder (MDD), 

symptoms of anxiety, negative affect, and other conditions co-occur at a higher rate than 

would be expected in the general population (Breslau, et al., 1991; Breslau, 1995;  
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Breslau & Johnson, 2000; Breslau, Novak, & Kessler, 2004; Caromody, 1992; Cinciprini, 

et al., 2003; Cohen, McCarthy, Brown, & Myers, 2002; Degenhardt, et al., 2001; Dierker 

& Donny, 2008; Husky, et al., 2008; John, et al., 2004; Kandel, Huang, & Davies, 2001; 

Morisette, Tull, Gulliver, Kamholz, & Zimering, 2007; Morrell & Cohen, 2006). In fact, 

comorbid cigarette smoking/nicotine dependence and MDD has been estimated to be 

between 20 to 65% with nicotine dependence also being identified as a strong correlate of 

MDD (Morrell & Cohen, 2006).  

 Several other studies have also established a clear link between smoking and 

psychopathology in adults.  The Timing of Alcohol and Smoking Cessation Study 

(TASC; Lasser et al., 2000) indicated that rates of current adult cigarette smokers with 

depression were as high as 37% and individuals with a history of smoking have reported 

a 59% lifetime rate of depression.  Among much older adults, however, rates of nicotine 

use typically decrease for a variety of reasons including chronic health problems, fire 

safety issues, and restrictions placed on smoking in senior living centers due to the health 

risks for residents including the negative health effects of secondhand smoke. Similar 

findings have also been observed among adolescents and across ethnic groups.  For 

instance, one study looking at a community sample of teens reported that 32% of the 

smokers in this sample had qualified for a diagnosis of MDD which was significantly 

higher than 17% observed among their non-smoking peers who met the same criteria for 

MDD (Brown, Lewinsohn, Seeley, & Wagner, 1996).  
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Additionally, a comparison of students in grades 6 and 8 provides support for the 

notion that increased levels of anxiety, depression, and stress contributes to the initiation 

of smoking at an early age.  This finding suggests that a comprehensive approach to 

smoking cessation treatment (e.g., one involving psychotherapy) should be used even 

with children (Koval, Pederson, Mills, McGrady, & Carvajal, 2000). Finally, these 

findings appear to be consistent across ethnic groups.  Specifically, an older study 

examining the comorbidity between smoking and depression among Latinos reported that 

approximately 30.7% of Latino smokers were diagnosed with comorbid depression 

(Pérez-Stable et al., 1990).  

Various other studies have also validated the broad range of difficulties faced among 

individuals (of various ages and ethnicities) with comorbid psychopathology and 

smoking (e.g., Kassel, Stroud, & Paronis, 2003). For these reasons it is surprising that a 

greater number of psychologists do not offer brief smoking interventions as common 

practice in their clinics.  

The Importance of Counseling Smokers & The Clinical Practice Guidelines 

 Taking the information above into consideration, it should be clear why it is 

important to provide patients wishing to quit smoking with psychotherapy in addition to 

the pharmacological approaches often used in primary care settings (Niaura & Abrams, 

2002). Evidence from the many studies reviewed for the Clinical Practice Guideline 

update in 2008 supports counseling during a quit attempt. In fact, it is currently believed 

that medication used in combination with counseling works in an additive manner.  Based 
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on the findings of a meta analysis (Niaura & Abrams, 2002), it appears that more 

personal contact via psychotherapy, in addition to pharmacological treatment, is superior 

to pharmacological treatment alone. This belief is nothing new however, as almost a 

decade earlier Hughes (1995) noted that while pharmacological treatments provide 

patients with relief during the early stages of nicotine withdrawal, behavioral treatments 

ultimately teach the skills necessary for achieving and maintaining smoking abstinence. 

  As a part of the ongoing effort to reduce tobacco related illness and death in the 

U.S. the Department of Health and Human Services (USDHHS) first introduced a 

handbook for health care providers that included guidelines to follow with patients who 

were identified as cigarette smokers.  This handbook was first released in 1996 and was 

titled, Clinical Practice Guideline: Treating Tobacco Use and Dependence (Fiore, 

Bailey, & Cohen, 1996).  These guidelines sought to emphasize the public health 

concerns related to cigarette smoking. Since that initial publication, the guidelines have 

been updated twice, once in 2000 and most recently in 2008. The guidelines are clear – 

some derivation of the evidence-based practices highlighted within the publication should 

be used by all practicing physicians and mental health care providers when providing 

treatment for individuals who also smoke cigarettes (Fiore, et al., 2008).  

Brief Smoking Cessation Interventions for Medical Professionals 

Given the time constraints present in many health care settings, the guidelines 

provide practical tips for administering brief interventions that are appropriate across 

multiple settings.  For instance, the “Five A‟s” is a treatment protocol that instructs health 
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care providers to ask, advise, assess readiness, assist, and arrange for treatment and 

follow-up (Fiore, et al., 2008). This intervention has been simplified into a convenient 

clinician pocket guide and there are many other supporting patient materials that are 

available in both English and Spanish. These resources are user friendly and easily 

implemented by healthcare providers to help facilitate successful smoking interventions.  

 Such interventions may not seem like much, however it is well established that 

brief interventions can increase long-term abstinence rates.  Specifically, use of such 

interventions improves upon the estimated unaided quit rate of 7% to 15% to 

approximately 30% (Fiore et al., 2008). Further, several studies have indicated that brief 

interventions (e.g., as little as 3 minutes in duration) administered by physicians increase 

the quantity of patients‟ quit attempts as well as help them to quit altogether.  

Additionally, research evaluating the use of brief interventions administered by 

physicians indicates that future quit attempts by smokers who are unwilling to quit at the 

time of their office visit increase. Specifically, brief motivational interviewing strategies 

used with an unmotivated patient can begin the process of preparing them for later 

smoking cessation (Rollnick, Miller, & Butler, 2008). When conducted in an 

opportunistic manner, these brief interventions are cost effective and make it possible to 

initiate the process of change across a broad spectrum of patients who smoke.  

The Role of Psychologists in the Treatment of Nicotine Dependence & Withdrawal 

 While it is clear that brief interventions administered by physicians are efficient 

and effective, very little empirical research has been conducted that examines whether 
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other healthcare professionals (e.g., psychologists) can have the same impact on their 

patients‟ cessation attempts and quit rates.  Although psychologists have reported that 

they do not have the skills necessary to implement such interventions, most psychologists 

already possess the core skills needed for providing smoking cessation interventions. 

Specifically, the intensive therapy training combined with the specialized skills that focus 

on behavioral change, make psychologists ideal professionals to administer smoking 

cessation interventions. What may be needed is specific information regarding nicotine 

dependence and cessation strategies to complement their existing clinical skills, which 

can be taught efficiently and effectively as part of the existing curriculum of clinical or 

counseling training programs.  

 Unfortunately, substance abuse interventions have not typically been an area of 

focus in psychology training clinics.  Further, most professional training in substance 

abuse treatment occurs as on-the-job experience (Campbell, 2006; Miller, & Brown, 

1997).  However, psychology training clinics may be the ideal setting in which to train 

therapists to provide smoking cessation interventions. Research has shown that substance 

use is a behavior that is modifiable with psychological principles already incorporated 

into clinical training (Miller & Brown, 1997). In addition, some research indicates that 

successful smoking cessation treatment is more likely to increase the likelihood of long 

term abstinence from alcohol and other illegal substances (Prochaska, Delucchi, and Hall, 

2004).  Finally, smoking cessation interventions provide an opportunity for training in the 

treatment of addictive behaviors. This is a valuable experience for trainees as 25 – 50 % 
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of patients who present to a psychologist have co-morbid substance abuse problems 

(Miller & Brown, 1997). 

 Therefore, psychologists-in-training should be expected and encouraged to think 

of the treatment of substance abuse as an important part of their professional training. As 

implied above, substance use disorders are the most common co-morbid conditions found 

among clinical samples (Hall and Prochaska, 2009; Kalman, et al., 2010; Prochaska, 

Delucchi, and Hall, 2004 ). Given that psychology training clinics are typically housed on 

university or college campuses (where there are an abundance of 18-24 year old smokers) 

and the fact that nicotine use does not involve the level of impairment observed with 

other substances of abuse, makes it an ideal clinical issue for the typical training clinic.  

However, despite this fact, psychologists have reported that they are reluctant to utilize 

smoking cessation interventions with their clients because they lack the knowledge, 

training, self-efficacy, and sense of responsibility for conducting such interventions 

(Block, Hutton, & Johnson, 2000; Hjalmarson & Saloojee, 2005; Leffingwell & 

Babitzke, 2006; Phillips & Brandon, 2004). Additionally, psychologists who participated 

in these studies reported that clients‟ use of cigarettes was not discussed in therapy 

because it was not the stated problem that brought the client to therapy in the first place. 

Finally, cigarette smoking has long been conceptualized as a health problem rather than a 

mental health issue, so psychologists have not considered this within their scope of 

practice or competence. Given the growing demand for brief interventions involving cost 

effective approaches to substance use treatment, psychologists should be trained and 
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prepared to include substance use interventions in their standard clinical care. Brief 

smoking interventions using the Clinical Practice Guidelines involve one such approach 

to treatment that can easily be integrated into the routine clinical care of patients. 
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CHAPTER II 

THE CURRENT STUDY 

The overall purpose of the current study was to increase student therapists‟ 

understanding of brief interventions for smoking cessation and to elicit use of the 

appropriate empirically based procedures for cessation when appropriate. In addition, this 

study sought to increase the self-efficacy and acceptance of brief smoking cessation 

interventions as part of therapy.  Four hypotheses were presented as part of this study. 

Hypothesis 1:  It was hypothesized that student therapists‟ knowledge regarding 

the relevance of smoking behavior and development of effective skills for providing 

smoking cessation interventions would increase for those provided a 45 minute  training 

session in smoking cessation interventions (treatment group) when compared to student 

therapists that were not provided the training session (control group). 

Hypothesis 2: It was hypothesized that student therapists who received smoking 

cessation intervention training (treatment group) would report an increase in their 

frequency of conducting brief smoking cessation interventions using the Five A‟s (i.e. 

ask, advise, assess, assist, arrange follow-up) with their clients who reported smoking 

cigarettes when compared to their non-trained peers.  

Hypothesis 3: It was hypothesized that student therapist self-efficacy (confidence) 

for conducting brief smoking interventions would increase as a result of receiving the 

smoking cessation intervention training when compared to student therapists who do not 

receive the training. 
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Hypothesis 4: It was hypothesized that the smoking cessation intervention training 

would positively influence student therapist attitudes about smoking interventions and 

their reported sense of professional responsibility.  Specifically, it was hypothesized that 

the treatment group would become more favorable about conducting brief smoking 

interventions with an increased understanding of cigarette smoking as an important 

psychological issue even though it may not be the presenting problem. 

Method 

Participants:  Participants were recruited from the APA-accredited doctoral 

programs at Texas Tech University (TTU; Clinical & Counseling) and Oklahoma State 

University (OSU; Clinical) in October, 2009. Two universities were selected for this 

study to ensure that those participants in the control group did not receive any of the 

treatment materials from colleagues who were participating in the treatment group.  

Participants were excluded from the study if they were members of a laboratory with a 

research focus on the substance use disorders as part of their graduate training.  

Participants recruited at TTU were assigned to the treatment group, where they were 

asked to attend a one-time training session in smoking cessation interventions, were 

given time to ask any questions relevant to the topic discussed, and were provided with a 

copy of the Clinical Practice Guidelines and other useful materials. Participants recruited 

at OSU were assigned to the control group and did not receive the training session 

provided to the TTU students or any of the printed materials until after the study was 

completed.   
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Power analyses indicated that a sample size of 45 participants would be needed to 

achieve adequate power for this study (power - .80 to .90 range).  Initially, participants 

included 46 clinical and counseling graduate student therapists from Texas Tech 

University and Oklahoma State University.  Six participants did not complete the study, 

leaving a final sample of 40 individuals including 24 participants from TTU and 16 

participants from OSU.  The most significant attrition occurred during the 3
rd

 and final 

data collection, possibly due to the increased burden of reporting individual total numbers 

of completed interventions. 

 The final sample of 40 individuals had a mean age of 25.98 years and primarily 

self-identified as Caucasian (85%). All participants were currently enrolled in a doctoral 

level psychology training program throughout the study.   One participant (in the control 

group) identified as a 1
st
 year doctoral student, eleven as 2

nd
 year doctoral students, 

eleven as 3
rd

 year doctoral students, nine as 4
th

 year doctoral students, four as 5
th

 year 

doctoral students, and four as 6
th

 year doctoral students. A total of 39 student therapists 

reported that they were currently seeing clients. The 1
st
 year student in the control group 

and was dropped from the analyses for the second hypothesis (only) as this hypothesis 

assessed changes in behaviors of students currently engaged in applied work. The 

majority of student therapists stated that they had never smoked cigarettes (70%) while 

the remaining 30% reported that they were current or previous smokers. It should be 

noted that all participants were provided with nominal compensation for their 

participation in this study. Each participant was given a $5.00 coffee shop gift card upon 
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completion of the 1
st
 and 2

nd
 data collection, and a $10.00 coffee shop gift card was 

received by each participant after the 3
rd

 and final data was collected. 

Materials: Measure of Efficacy and Use of Clinical Practice Guidelines:  The 

Measure of Efficacy and Use of Clinical Practice Guidelines is a brief, self-report 

questionnaire that was developed for the purpose of this study. This measure was created 

using questions similar to those that have been employed in previous studies examining 

practicing psychologists‟ knowledge, attitudes, skills, and practices in delivering smoking 

cessation interventions with their clients (Block, Hutton, & Johnson, 2000; Hjalmarson & 

Saloojee, 2005; Leffingwell & Babitzke, 2006; Phillips & Brandon, 2004).  The measure 

at Baseline also included demographic questions (See Appendix C for Baseline and 

Appendix D for Times 1 & 2). 

Procedure: Institutional Review Board (IRB) approval was obtained at both 

universities and participants were consented (See Appendix B).  Following consent, the 

Measure of Efficacy and Use of Clinical Practice Guidelines was distributed to all 

participants in October, 2009 (Baseline), at the end of the fall semester in December, 

2009 (Time 1), and at the end of the spring semester in April 2010 (Time 2).  The 

baseline measure (see Appendix C) was designed to assess general demographic 

information in addition to participants‟ current skill level/experience with smoking 

cessation interventions, and their level of awareness of the Clinical Practice Guidelines. 

The measure also assessed self-report ratings of the therapists‟ individual self-confidence 

levels and self-efficacy about their ability to conduct a smoking intervention, current 
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cessation practices with their clients who smoke, and their perceived level of 

responsibility about conducting brief smoking interventions with their clients in therapy.  

The baseline measure was administered before the student therapists at TTU were 

provided with the training (and printed materials) based on the Clinical Practice 

Guidelines.  This 45-minute training was conducted at the beginning of the fall 2009 

semester after baseline measures were completed.  In all, there were 6 training sessions 

conducted at TTU that ranged from 3-9 students in attendance. Five of the training 

sessions were scheduled during organized therapy practicum classes and one open 

session was scheduled to accommodate students who could not attend the training during 

their scheduled practicum time.  Participants at OSU did not receive the training session 

provided to the TTU students or any of the printed materials until after the study was 

completed.  The student therapists at OSU were asked to complete the baseline measure 

at the same time during the semester.   

TTU student therapists were provided with background information highlighting 

the importance of conducting smoking cessation interventions with every client.  This 

psycho-educational session was heavily based on the procedures set forth in the Clinical 

Practice Guidelines and included training in the proper use of the Five A‟s (Fiore, et al., 

2008). The training also provided student therapists with information regarding the 

comorbidity of smoking and other psychopathology, as well as information regarding the 

health and economic consequences of smoking. In addition to teaching the brief 

intervention (e.g., the Five A‟s), motivational interviewing techniques were outlined and 
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recommended for use with clients who were not currently willing to make a quit attempt. 

A 45-minute PowerPoint presentation (see Appendix E) was used to present this 

information by a trained graduate student.  Finally, all student therapists received a bound 

copy of the guidelines, a clinician pocket guide for use when providing brief smoking 

interventions, a list of efficacious smoking cessation aids, and a standardized quit plan 

template that could be quickly personalized for use with each of their smoking clients.  

 As noted above follow-up with all participants occurred at two other time points.  

Specifically, all student therapists were asked to complete the Measure of Efficacy and 

Use of Clinical Practice Guidelines at the end of the fall semester in December, 2009 

(Time 1), and at the end of the spring semester in April 2010 (Time 2).  
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CHAPTER III 

RESULTS 

Plan for Data Analysis 

 Means and standard deviations were calculated for continuous variables and 

percentages were calculated for categorical variables. Percentages were also calculated 

for gender and ethnicity (see Table 1). Participants with missing data (over 2 responses) 

were dropped from the study resulting in a total of 40 participants. Except where 

otherwise noted, changes in therapist beliefs, knowledge, and confidence in providing 

brief smoking interventions was assessed via separate repeated measures Analyses of 

Variance (ANOVA). Necessary follow-up analyses were conducted through one-way 

ANOVAs.  

Preliminary Analyses 

 

 Participants‟ demographic characteristics are summarized in Table 1. One-way 

ANOVAs revealed that the two therapist groups were not significantly different with 

respect to age, gender, ethnicity, or year in their Ph.D. program. In addition, therapist 

beliefs about the importance of six problematic behaviors including driving while 

intoxicated, illicit drug use, prescription drug abuse, alcohol abuse, risky sexual behavior, 

and cigarette smoking were evaluated and are summarized in Table 2. Therapists in both 

the treatment and control groups rated the importance of driving while intoxicated 1
st
 and 

cigarette smoking as 6
th

. While all of these behaviors are important this is a disturbing 

finding as tobacco use is responsible for more deaths annually than all of the other 
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problematic behaviors combined (CDC, 2007). The low priority placed on cigarette 

smoking may be a reflection of therapist attitudes towards smoking interventions. Data 

was transformed for six of the questions due to an unplanned difference in the Measure of 

Efficacy and Use of Clinical Practice Guidelines.  The Likert type questions differed 

across study sites in that one of the response categories was inadvertently omitted for the 

student therapists at OSU.  Specifically, there were 6 response options for questions 11, 

12, 13, 14, 16, and 24 for the TTU students and 5 response options for the same questions 

for the OSU students.  A memo was sent to committee members who approved the 

procedure involving the transformation of data for these questions. As a result the data 

was transformed by combining the “agree” / “somewhat agree” as well as the “disagree”/ 

“somewhat disagree” responses for the six Likert type questions so that consistency in the 

responses used in the analyses of the data could be maintained across sites. 

Hypothesis 1:  It was expected that student therapists‟ knowledge regarding the 

relevance of smoking behavior and the development of effective skills for providing 

smoking cessation interventions would increase for those in the treatment group when 

compared to student therapists in the control group. Two repeated measures ANOVAs 

yielded a significant group X smoking knowledge interaction [F (2, 76) = 63.51, p < 

.001], as well as a significant group X smoking cessation intervention skills interaction [F 

(2, 76) = 12.56, p < .001]. Follow-up one-way ANOVAs revealed a significant increase 

in smoking knowledge and an increased belief in skills for providing effective cessation 

interventions at all three time points (all ps < .01). Therefore, hypothesis one was 
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supported as these findings indicate that for the student therapists who received the 

training, more knowledge and insight was gained regarding effective smoking cessation 

strategies. Additionally, their belief that they have the necessary skills to conduct brief 

smoking interventions increased while student therapists in the control group reported 

that they lost confidence in their ability to conduct brief interventions over time (see 

Figure 1 & 2). 

Hypothesis 2: For hypothesis 2, it was hypothesized that student therapists who 

receive smoking cessation intervention training (treatment group) would report an 

increase in their frequency of conducting brief smoking cessation interventions using the 

Five A‟s (i.e. ask, advise, assess, assist, arrange follow-up) with their clients who 

reported smoking cigarettes when compared to their non-trained peers. As noted above, 

for this hypothesis, the 1
st
 year control group student who was not yet seeing clients was 

dropped for these analyses only, and five repeated measures ANOVAs were conducted.  

 Therapist willingness to ask new clients about their smoking status was evaluated 

via a repeated measures ANOVA which revealed a significant group X variable 

interaction [F (2, 74) = 10.99, p < .001]. Follow-up one-way ANOVAs revealed that 

significant differences existed for the groups at both the first and second time points (p < 

.01), indicating that the control group asked new clients about their smoking status at a 

significantly higher frequency than the treatment group.  However, as seen in Figure 3, 

the treatment and control groups both reportedly asked their clients about their smoking 

status at the same frequency by Time 3 (p > .05). 
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 With regard to therapists advising clients to stop smoking, a repeated measures 

ANOVA did not reveal any significant group differences at any of the time points.   

 It was also anticipated that therapists in the treatment group would report that they 

assessed their client‟s readiness to quit smoking more frequently as a result of their 

increased knowledge and skills. A repeated measures ANOVA was conducted and 

revealed a significant interaction between group and variable [F (2, 74) = 4.60, p < .05]. 

As was observed with therapist willingness to ask clients about their smoking status, 

follow-up analyses indicated that significant differences existed for the control group at 

the first and second time points (ps < .05). Specifically, results reveal that the control 

group initially assessed client readiness to quit at a significantly higher frequency than 

the treatment group however, by the final data collection point (Time 2), no differences 

were found (p > .05), (see Figure 4).   

There was no significant group interaction [F (2, 74) = .289, p > .05] or main 

effect [F (2, 76) = .712, p > .05] observed between the groups with regard to therapist 

practices in assisting their clients to develop a quit plan.  

The final aspect of the 5A‟s concerns arranging follow-up with clients who smoke 

by the provider. A repeated measures ANOVA showed a significant interaction between 

group and variable for follow-up [F (2, 74) = 4.89, p < .05]. As can be seen in figure 5, 

follow-up analyses revealed that this effect was caused by a higher frequency reported by 

the control group for arranging follow-ups at Baseline and Time 1 (p < .05). No 

significant differences between the groups were found at Time 2 (ps > .05).  
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Hypothesis 3: For hypothesis 3, it was anticipated that student therapist self-

efficacy (confidence) for conducting brief smoking interventions would increase as a 

result of the training provided when compared to student therapists who do not receive 

the training. This was measured by examining therapist confidence for providing brief 

smoking interventions with their clients who reported smoking cigarettes, as well as 

therapist confidence for counseling those clients who are not motivated to quit.  

A significant interaction was observed with group X confidence to provide an 

intervention with smoking clients [F (2, 76) = 13.47, p < .001]. Follow-up one-way 

ANOVAs showed that although the control group was more confident at Time 1 (p < 

.05), the treatment group displayed a significant increase in their level of confidence at 

Time 1 and Time 2 over their baseline confidence level (ps < .01). Results indicate that 

the treatment group likely benefitted from the training and became more confident in 

their ability to provide a smoking intervention from Baseline to Time 1 while the control 

group became less confident about providing brief interventions over time (see Figure 6).  

With regard to interventions with clients who are not motivated to quit, a repeated 

measures ANOVA revealed a main effect of time with regard to confidence levels for 

conducting brief smoking interventions with clients who are not motivated to quit  

[F (2, 74)=3.96, p < .05].  Analyses again indicated that the treatment group became 

more confident to counsel those not motivated to quit from Baseline to Time 1 (p < .05), 

but this difference was not significant from Time 1 to Time 2 (ps > .05) (see Figure 7). 
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Hypothesis 4:  It was hypothesized that the training intervention would positively 

influence student therapist attitudes about smoking interventions and their reported sense 

of professional responsibility. Specifically, it was believed that the treatment group 

would become more favorable about conducting brief smoking interventions with an 

increased understanding of cigarette smoking as an important psychological issue even 

though it may not be the presenting problem. This hypothesis was tested by evaluating 

whether therapists viewed the treatment of smoking as an important issue, whether they 

were willing to actually implement a brief smoking cessation intervention when it was 

not the clients presenting problem, and whether they viewed brief smoking interventions 

as part of their professional responsibility. Two repeated measures ANOVA‟s revealed 

that this hypothesis was only partially supported.  The analysis yielded a significant 

interaction for group X importance to conduct interventions [F (2, 76) = 4.92, p < .05]. 

Follow-up analyses indicated that there was a quadratic effect and the significant 

interaction was driven by the treatment group‟s significantly higher endorsement of belief 

that treatment of smoking is an important issue at Time 1 (p < .05). No significant 

differences were found at Baseline or Time 2 (ps > .05). Nevertheless, in looking at the 

treatment group over time participants became more aware of the need to intervene with 

smoking clients when it was not the presenting problem (see Figure 8).  With regard to 

therapist willingness to implement an intervention there was no significant effect of 

group [F (2, 76) = .185, p > .05]. 
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In examining whether therapists believed that it was part of their professional 

responsibility to conduct smoking interventions with their smoking clients, chi square 

analyses indicated that for Time 2 and Time 3 (ps < .05), therapists who had received the 

training reported a significantly greater belief in this as a part of their professional 

responsibility when compared to their non-trained peers. As would be expected, no 

difference was found at Time 1 (p > .05), (see Figure 9). 
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CHAPTER IV 

DISCUSSION 

The current study sought to expand upon the existing literature indicating that 

mental health care providers are reluctant to provide brief smoking interventions with 

their clients who smoke cigarettes. Reasons identified for this include lack of knowledge 

about cigarette smoking, a lack of training in smoking cessation processes, low self-

efficacy for completing smoking interventions, and the belief that smoking interventions 

do not fall within the domain of a psychologist‟s professional (Block, Hutton, & Johnson, 

2000; Hjalmarson & Saloojee, 2005; Leffingwell & Babitzke, 2006; Phillips & Brandon, 

2004) responsibility. While recent studies have assessed the relevance of psychologists‟ 

role in providing smoking cessation interventions, no research was found that confronts 

the stated barriers to therapist initiated brief smoking interventions. This study sought to 

address these barriers and advance smoking cessation interventions by mental health care 

providers in the course of their psychological practice.  

A primary goal of this study was to examine the potential effect of training and 

education on the utilization of smoking cessation interventions by pre-doctoral level 

psychologists in a training clinic. It was anticipated that increased education and training 

in brief smoking interventions would result in a positive change in therapists‟ clinical 

practices with their smoking clients. It was also hypothesized that increased knowledge 

about the relationship of cigarette smoking and comorbid psychopathology would change 
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therapists perceived level of responsibility in the treatment group when compared to a 

control group.   

The first hypothesis was fully supported with findings confirming that among 

student therapists who received the training, more knowledge and insight was gained 

regarding effective smoking cessation strategies. In addition, the student therapists in the 

treatment group came to believe that they had the necessary skills to effectively conduct 

brief smoking interventions. Although the increased knowledge and skills were 

significant for the treatment group, results of this study (e.g., behaviors during the 

delivery of therapy did not change along with the knowledge and skills) indicate that 

other factors are probably involved in psychologist reluctance to engage in brief 

interventions as a part of their psychological practice. 

The second hypothesis proposed that student therapists who received training in 

brief smoking cessation interventions would report an increase in their frequency of 

conducting brief smoking cessation interventions using the Five A‟s (i.e. ask, advise, 

assess, assist, arrange follow-up) with their clients who reported smoking cigarettes. This 

hypothesis was only partially supported.  For each of the 5 A‟s, a separate analysis was 

conducted.  Unexpectedly, analyses revealed that baseline differences existed between 

groups with regard to asking new clients about their smoking status. At baseline only 

34.2% of the treatment group reported that they asked patients about smoking while 90% 

of the control group reportedly asked their new clients about smoking status. At the time 

of the final data collection there were no differences in percentage of therapists who were 
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asking clients about smoking with 66% of the control group and 63% of the treatment 

group asking their clients about smoking status. This variance may be attributed to 

several factors including, fundamental procedural differences in the training programs, 

intervention targets with therapist‟s inquiry about substance use being more prominent at 

OSU, or intake methods that differed across sites. Further, while the TTU clinic intake 

form includes a smoking status question, it is possible that TTU student therapists 

answered the question literally. As such, student therapists may not personally ask new 

clients about their smoking status because they assume it‟s already being reported during 

their initial intake.  

A significant difference was not observed for therapists advising clients to stop 

smoking across groups. It is important to point out that while student therapists in the 

treatment group reported an increased knowledge about the 5A‟s for use in smoking 

cessation interventions, this knowledge did not lead to significant changes in their use of 

the 5A‟s. Many reasons may account for this finding including, student therapists‟ focus 

on presenting problems and level of therapy expertise. This finding is consistent with 

previous research indicating that therapists typically neglect to consider cigarette 

smoking and focus on clients‟ presenting problems (Phillips and Brandon, 2004). 

Nevertheless, it is evident that brief training in the use of the 5A‟s was not influential 

enough to significantly change therapist practices with regard to smoking cessation 

interventions using the 5A‟s. 
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The third hypothesis focused on therapist self-efficacy and confidence in their 

ability to conduct brief smoking interventions. Again, differences were observed across 

groups.  Unexpectedly, higher self-efficacy for providing smoking cessation interventions 

was reported by the control group at Baseline. However, as expected, the treatment group 

showed significant increases in self-efficacy for providing a brief intervention at times 

one and two. Interestingly, the control group showed a decrease in confidence for 

conducting brief smoking interventions. It may be that among the control group, as 

student therapists gained therapy experience throughout the year, they came to realize 

that they knew less than they initially thought.  It is encouraging, however, that the 

treatment group showed increased self-efficacy as a result of the training that was 

provided, and suggests that the training can be effective in increasing the belief that they 

can deliver such interventions.  

In terms of participants‟ self-efficacy for providing brief motivational 

interventions with clients not motivated to quit there was a significant effect of time 

across both groups. Specifically, the treatment group reported greater self-efficacy for 

providing motivational interviewing techniques at Baseline however, there was not a 

significant difference between the groups at times one or two. This finding may be 

related to clinical training and experience that occurred during the study timeframe, 

although this was not assessed as part of the current study. Additionally, it is possible that 

therapist confidence in using motivational interviewing techniques with their clients who 
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were not motivated to quit may have differed had the training session included more 

intensive motivational interviewing component.   

Interestingly, student therapists reported greater overall confidence in their skills 

when considering clients who were motivated to make a quit attempt over those who 

were not motivated. It is possible that confidence may be related to therapist concerns 

about underlying issues including the client‟s willingness to consider an issue that is not 

understood as a part of their presenting problem. This finding may also be related to 

therapist concerns about client acceptance of their guidance and the impact of suggesting 

quitting on the therapeutic relationship. Related to this, an issue that should be considered 

in future research involves the possibility of underlying therapist attitudes about 

subjecting their clients to a treatment that may increase subjective levels of stress (i.e., 

quitting smoking) at a time when they may already be experiencing significant distress. 

Finally, the fourth hypothesis was intended to evaluate whether the training would 

positively influence student therapist attitudes regarding smoking interventions and their 

reported sense of professional responsibility.  This hypothesis was only partially 

supported and unfortunately, therapists‟ increased sense of professional responsibility 

was not reflected in therapist willingness to conduct brief interventions with their clients 

unless the clients were identified and were already motivated to quit. Acceptance and 

acknowledgment of professional responsibility for intervening with a client who smokes 

may be an important step in providing a brief intervention but it was not enough to 

change therapist behavior.  
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This study sought to increase therapist knowledge about the relationship of 

cigarette smoking and psychopathology, skills in conducting brief smoking cessation 

interventions, increase therapist self-efficacy concerning their ability to provide brief 

smoking interventions, and assess therapist attitudes about actually conducting 

interventions with their cigarette smoking clients. While the training was able to 

influence many of these issues willingness to intervene remained low. Future research 

should focus specifically on underlying factors that may contribute to therapist resistance 

to provide brief health-oriented interventions. This is especially important given the high 

rate of comorbidity with psychopathology which far exceeds that of a non-clinical 

population.  

Research completed previously identified a multitude of barriers to psychologist 

interventions including lack of knowledge, lack of training, and lack of self-efficacy for 

conducting brief smoking interventions (Block, Hutton, & Johnson, 2000; Hjalmarson & 

Saloojee, 2005; Leffingwell & Babitzke, 2006; Phillips & Brandon, 2004). A study by 

Leffingwell & Babitzke (2006) also identified attitude regarding psychologist‟s perceived 

sense of responsibility for conducting such interventions indicating that psychologist‟s 

have abdicated their responsibility for intervening in this behavioral problem to 

physicians. It is likely that most psychologists don‟t view cigarette smoking as a 

behavioral problem and without greater emphasis on this fact during students‟ formative 

years as a therapist (via professional guidelines, coursework, and training) it may be 

challenging to change therapist practices once they are practicing independently. 
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It is possible that psychologists may be more accepting of their role in providing 

brief interventions for smokers in a medical center as opposed to a psychology clinic and 

this should be a focus of future research as well. It would also be useful to determine 

whether therapists would be more likely to intervene with a smoker if they were working 

as part of a multidisciplinary team where access to medications could be more easily 

facilitated.  

As a result of their training, the treatment group became more familiar with the 

Clinical Practice Guidelines and the 5A‟s. Additionally, there were concurrent increases 

in therapist skills for providing brief smoking interventions and confidence to provide 

brief smoking interventions, but this was only true with clients who are motivated to 

make a quit attempt. It may be concluded that even though therapists became more aware 

of the importance of cigarette smoking they were still unwilling to intervene unless their 

clients were motivated to quit. Although the current study provided a brief overview of 

the motivational interviewing techniques to use with their cigarette smoking clients, 

therapists were reluctant to implement these and it may be necessary to provide more 

extensive training in order to improve therapist confidence.   

There were notable limitations to this study including the brevity of the 

psychoeducation and training sessions, small sample sizes, and potential differences in 

the training clinic procedures that could not be controlled for. There were limited 

numbers of smoking clients identified by student therapists in the treatment group during 

the course of the study and this may have impacted responses as well. Additionally, it is 
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not known whether student therapists in either group had previous experience or 

coursework in substance abuse. It is also possible that student therapists lack knowledge 

and experience working within a framework of health psychology or behavioral medicine 

which could potentially alter their focus of attention with regard to health oriented 

interventions.  

While the outcomes observed in this study are not surprising given the results of 

previous research examining psychologist practices with their clients who report 

smoking, more needs to be done to increase psychologist‟s willingness to intervene with 

this serious behavioral problem. Behaviorally based health related interventions should 

be recognized as a routine part of clinical practice but it is not likely to occur until the 

entire profession accepts responsibility for doing what we are highly trained to do. 
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Table 1      

      

Demographic Characteristics of Study Sample (N = 40)    

      

            

 

Overall 

Mean SD 

Treatment 

Group 

Control  

Group  

            

      

Age 25.98 1.93   25.96 26.00  

      

Year in program  3.40 1.34 3.54    3.19  

 

Ethnicity (percent white)   82.50    1.05    87.50  75.00  

      

Gender  (percent female) 77.50 1.78    83.00   69.00  
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Table 2 

 

Rank Importance of substance related problems 

________________________________________________________________________ 

 

    Treatment Group      Control Group             Overall 

Ranking 

___________________________________________________(sum of total points 1-6)  
    

Driving while intoxicated 

 

1 1 1     (76) 

 

Illicit drug use 

 

2 2 2    (101) 

Prescription drug abuse 

 

3 4 3    (134) 

Alcohol abuse 

 

4 5 4    (137) 

Risky sexual behavior 

 

5 3 5    (138) 

Cigarette smoking 

 

6 6 6    (218) 

________________________________________________________________________ 
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Table 3 

 

Participant Smoking Characteristics 

________________________________________________________________________ 

 

    Treatment (TTU)      Control (OSU)        Total     % 

________________________________________________________________________ 

    

Never Smoker 

 

18 10 28      (70) 

 

Previous Smoker 

 

 4  4  8       (20) 

Current Smoker 

 

 2  2  4       (10) 

________________________________________________________________________ 
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CHAPTER VII 

FIGURE CAPTIONS 

7.1  Familiar with the 5A‟s for smoking interventions 

7.2  Believe that I have the necessary skills to conduct smoking interventions 

7.3  Ask new clients about their smoking status 

7.4  Assess client readiness to quit smoking 

7.5  Arrange follow-up with clients 

7.6  Confidence in ability to provide brief smoking interventions 

7.7  Therapist confidence to counsel clients not motivated to quit 

7.8  Important to address smoking when it‟s not the presenting problem 

7.9  Increased sense of professional responsibility towards smoking interventions 
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Figure 7.1: Familiar with the 5A‟s for Smoking Cessation Interventions 
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Figure 7.2: Necessary Skills to Conduct Brief Smoking Interventions 
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Figure 7.3: Ask New Clients About Their Smoking Status 
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Figure 7.4: Assess Readiness to Quit 
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Figure 7.5:  Arrange Follow-up 
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Figure 7.6: Therapist Confidence in Ability Provide Brief Smoking Interventions 
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Figure 7.7: Confident in Ability to Counsel Someone Who is not Motivated to Quit 
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Figure 7.8: Important to Address Smoking When Not Presenting Problem 
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Figure 7.9: Believe Smoking Interventions are a Professional Responsibility 
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APPENDIX A 

EXTENDED LITERATURE REVIEW 

Despite immense efforts to educate the public about the dangers of tobacco use it 

continues to rank as the most preventable cause of death and disability in the United 

States (Centers for Disease Control [CDC], 2006). Approximately 2.4 million cases of 

tobacco-related cancer cases were diagnosed in the United States in the years between 

1999 and 2004 (CDC, 2008). The annual number of lives lost that are directly related to 

tobacco use exceed those caused by all other forms of preventable deaths including 

alcohol use, automobile accidents, suicide, illegal drug use, suicide, homicide, and 

acquired immunodeficiency syndrome (AIDS) combined (CDC, 2006). The current 

trends for preventable premature deaths and disability are likely to prevail for many years 

based on continued rates of tobacco use in the developed world. 

 This literature review will first address important factors related to smoking 

cessation that would not generally be treated by a physician conducting a brief 

intervention. These factors lend strong support for the treatment of tobacco dependence 

by practicing psychologists. After establishing the importance of issues not directly 

related to physiological dependence a review of what‟s been done in research with brief 

interventions will be discussed.  

 Nicotine dependence and the process of smoking may best be conceptualized and 

understood with a biopsychosocial perspective of nicotine addiction (Cohen, McChargue, 

Cortez-Garland, Prensky & Emery, 2003). Based on criteria found in the the Diagnostic 
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and Statistical Manual of Mental Disorders fourth edition text revision (DSM-IV-TR), the 

characteristics of substance dependence can be thought of as a “cluster of cognitive, 

behavioral, and physiological symptoms indicating that the individual continues use of 

the substance despite significant substance-related problems” (American Psychological 

Association [APA], 2000, p.192). Psychologists should be well acquainted with treatment 

related to disorders included in the DSM-IV-TR and with this particular cluster of 

symptoms related to nicotine dependence.  

 Nicotine dependence is a complex phenomena that includes seven DSM-IV-TR 

diagnostic criteria for dependence specified as (1) tolerance, (2) withdrawal when the 

substance is terminated, or when withdrawal symptoms are relieved with use of the 

substance, (3) increasing use over time, (4) failed attempts to decrease use and persistent 

desire to quit the use, (5) significant time devoted to obtaining, using or recovering from 

the substance, (6) decrease in other important activities in other domains such as 

recreational, professional, and social as a result of substance use, (7) continued use of a 

substance even though the user has awareness that physical or psychological harm that 

has occurred, or been exacerbated by use of the substance. Based on the current 

diagnostic criteria it is necessary for a patient to endorse a minimum of three of the seven 

characteristics to be considered nicotine dependent. As a result of the specialized training 

that psychologists receive for the treatment of patients with many of these problems it 

appears that they are indeed well trained to help smokers DSM-IV-TR (APA, 2000). 
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It is important to consider a few of the many models of substance abuse in order 

to understand the pervasive nature of problems related to the etiology of cigarette 

smoking and the significance of interventions initiated by psychologists. The role of 

affect regulation theory is one widely accepted approach to consider when determining 

whether nicotine use has a genetic or environmental link in eventual nicotine dependence 

(Carmody, 1992).  The affect regulation theory of substance use has proposed that 

individuals use substances in an effort to regulate their affective state (Carmody, 1992; 

Cohen, McCarthy, Brown, & Myers, 2002; Kenford et al., 2002). For example, when 

experiencing negative affect, or a severe state of affective dysregulation some individuals 

may turn to cigarette smoking or alcohol use in an effort to cope with their negative 

emotions. In doing this they may eventually facilitate the process of cigarette smoking as 

a conditioned coping response. Others have considered negative affectivity as an inherent 

personality variable that affects the motivation for cigarette smoking in those individuals. 

Additionally, other theories attempting to address the construct of negative affect related 

to substance use often refer to substance use as a means of tension reduction, stress-

response dampening, or self-medicating. Each of these factors may be most understood 

and treated by a competent psychologist. 

Bandura‟s Social Learning Model includes social and cognitive elements that may 

be relevant for cigarette smoking (Bandura, 1989). According to this model smoking 

cigarettes becomes a conditioned response to negative stimuli or negative affect, and as 

the response becomes conditioned the substance the users natural and more effective 
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coping skills are repressed. In addition to the addictive properties of nicotine we should 

consider the role of expectancy theory as this phenomenon plays an important role in 

cigarette smoking as well.  Although a more in-depth analysis of expectancy theories is 

beyond the scope of this study suffice it to say that we are dealing with a multiply 

determined behavior and the science of substance abuse cannot be viewed as a unified 

pattern that will be experienced by all abusers in the same way. The important point is 

that many individual variables or traits are likely implicated in any quit attempt by a 

smoker. These factors should be within the scope of the role of a psychologist providing 

therapy to a smoker with a potentially comorbid condition. Smoking interventions should 

be initiated by psychologists as they should be well trained to work with their client‟s 

psychopathology and comorbid nicotine dependence.  

 Although brief smoking interventions are important in moving a smoker towards 

successful cessation it is important to provide ongoing support and contact with smoker 

in order to help them maintain their abstinence. For example, Shiffman and Waters 

(2004) proposed that a distinction exists between depression as a precipitating factor or a 

background factor for smoking relapse, and they suggest that these factors influence 

cessation and relapse differently. Background factors may change slowly over time and 

affect relapse but the background factors alone may not be obvious in explaining a 

relapse. An example of a background factor proposed by Shiffman and Waters (2004) 

would be a chronically stressful or “imbalanced lifestyle”. They describe a precipitating 

factor as a significant and immediate reason for relapse, such as an argument or 
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unpleasant event that leads to a smoking relapse within a very short period of time. The 

researchers used a daily diary approach in their study to investigate the ability to predict 

symptoms of depression, anxiety, and withdrawal in a construct they called “negative 

affect” in order to differentiate between background and precipitating factors. They 

determined that an increase in negative affect was a precipitating factor and was indeed 

predictive of relapse six hours before a relapse actually occurred. From a clinical 

standpoint, their results lend support for a treatment approach that includes a cognitive 

behavioral component with preventative measures such as problem solving and coping 

strategies to be used during cessation attempts. These are important factors that 

psychologists are most suited to work through in therapy.  

 Self-efficacy is a construct that was first emphasized as a cognitive mechanism 

related to behavior change in 1977 by Albert Bandura. It has been generally defined as a 

person‟s ability to perform a behavior in a given situation (DiClimente, 1981). Bandura‟s 

theory hypothesizes that efficacy expectations lead to coping behavior that can be 

activated and sustained in the wake of obstacles. Given that self-efficacy serves as a 

predictor of the amount of energy a person will be likely to expend in their efforts we 

should expect behavior to be present or absent based on a person‟s level of efficacy 

(Bandura, 1977; DiClimente, 1981). For example, it may be that psychologists are not 

willing to engage in smoking interventions because they lack confidence in their ability 

to do so effectively. Given that research has shown that psychologists frequently lack the 

self-efficacy to conduct effective smoking interventions it is likely that little resources 
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will be focused on this in treatment planning. Although psychologists frequently report a 

lack of confidence about conducting smoking interventions most training programs 

ensure that psychologists are well trained in rapport building and behavioral modification 

techniques with their clients. Further, most are somewhat trained in substance use and 

addiction, and are adept in teaching coping skills to guide patients through the most 

difficult of life situations. To date, this specialized psychological training has not 

translated into beneficial smoking interventions by practicing psychologists.  

The role of self-efficacy is a potentially important factor in successful smoking 

cessation as has been well documented in the research (Cinciripini et al., 2003; Gwaltney, 

et al., 2002; Tate et al., 2008). Psychologists who provide therapy to smokers who are 

also struggling with other psychopathology may be able to help their clients develop and 

maintain self-efficacy over time in regular therapy sessions. A recent study by Ciniripini 

et al. (2003) looked at self-efficacy, urges to smoke, coping skills, and withdrawal 

severity as moderators or mediators of the relationship between pre-cessation depressed 

mood and smoking relapse. A total of 121 participants in their study were randomly 

assigned to a condition consisting of behavioral therapy or behavioral therapy in addition 

to a pharmacological transdermal nicotine patch. All participants were evaluated at 

baseline, 1, 2, 4, and 8 weeks after cessation, and again at six months post-cessation. At 

the conclusion of the treatment none of the independent variables were classified as 

moderators however the participants level of self-efficacy at 2, 4, and 8 weeks was the 

only significant predictor of their continued abstinence at six months post-cessation 
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(Cinciripini et al., 2003). The results of this study indicate that level of self-efficacy 

following cessation is important because self-efficacy may be influenced by negative 

events occurring early in the abstinence period, and lower self-efficacy may be the 

mechanism for higher levels of pre-cessation depressed mood to correspond with higher 

relapse for those individuals (Cinciripini et al., 2003). A similar determination was made 

regarding the importance of self-efficacy in a more recent study by Tate et al. (2008). 

Development of increased self-efficacy related to a proposed quit attempt by a smoker 

should be within the scope of treatment by a competent therapist. 

Weinberger and colleagues recently conducted a study looking at smokers 

perceived risks about effects of quitting and concluded that smokers with higher 

perceived risks actually experienced higher levels of cravings, withdrawal symptoms, and 

depression than did the participants with lower risk beliefs (Weinberger, Krishnan-Sarin, 

Mazure, & McKee, 2008). It should be noted that smoking cessation has frequently been 

accomplished by motivated smokers without a formal intervention or cessation program. 

In fact, nearly 90% of smokers who have successfully quit did not use an organized 

cessation program. Unfortunately less than 7% of nicotine dependent smokers are able to 

successfully quit on their own each year (Leffingwell and Babitzke, 2006). Research has 

shown that smokers generally make multiple unsuccessful quit attempts before actually 

achieving success in long term cessation (Meyer, et al, 2003; Fiore, et al., 2000; Gariti, 

P., 2008; Ockene and Zapka, 1997). This reality may negatively affect a smokers self-

efficacy about future quit attempts after experiencing repeated failure in their quit 
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attempts. Many other factors are involved in unsuccessful quit attempts such as poor 

coping skills, low self-efficacy about the ability to quit, and psychopathology that is 

frequently related to smoking relapse (Fiore, et al., 2008). Again, these are issues that 

frequently lead distressed smokers to a psychologist‟s office. 

Depressive symptoms are known to be strongly related to nicotine dependence 

and failed quit attempts. Depression within nicotine dependent individuals has been 

associated with more severe nicotine dependence, more difficulty with quit attempts, and 

an increased risk of an elevation of their depressive condition during cessation, and these 

symptoms are often exacerbated by other comorbid substance use such as alcohol 

(Drapkin, Tate, McQuaid, & Brown, 2008; Patten, Drews, Myers, Martin, & Wolter, 

2002). Smoking cessation attempts often result in many experiences that are 

overwhelming for depressed individuals such as negative affect, craving, withdrawal, and 

exacerbated depressive symptoms related to abstaining that ultimately defeat a smoker‟s 

intention to quit. Individuals attempting to quit with high measures of depression will 

likely experience an exacerbation of their depressive symptoms over and above normal 

withdrawal symptoms during abstinence.   

Among adolescents and adults, the rate or comorbid major depressive disorders 

and nicotine dependence differs by age groups and gender however, the comorbidity rate 

appears to vary from approximately 20% – 65% in the literature, and some studies reveal 

that nicotine dependence may be a stronger predictor of major depression than smoking 

status (Anda, et al., 1990; Breslau, 1995; Breslau, et al., 2004; Dierker, et al., 2008; 
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Fergusson, Goodwin, & Horwood, 2003; Hughes, & Hatsukami, 1986; Kandel, et al., 

2001; Kendler, et al., 1993; Morrell & Cohen, 2006). An older study looking at the 

comorbidity between smoking behavior and major depression among Latinos reported 

that approximately 30.7% of Latino cigarette smokers could be diagnosed with comorbid 

depression (Pérez-Stable et al., 1990).  

Development of the Clinical Practice Guidelines 

 With the realization of the huge burden of smoking in terms of morbidity, 

mortality, and cost to society the Agency for Healthcare Policy and Research (AHRQ) 

was established to create a comprehensive resource for clinicians. The AHRQ included a 

group of experts in the field of healthcare and nicotine research to develop the first 

known guide specifically developed to provide guidelines for health care professionals 

(Fiore, et al., 2000). The U.S. Department of Health and Human Services (USDHHS) 

introduced the Smoking Cessation Clinical Practice Guideline No. 18 in 1996.  This 

document was updated in 2008 and was renamed The Clinical Practice Guidelines: 

Treating Tobacco Use and Dependence.  This publication is meant to be a guide for all 

health care providers (including mental health care professionals) that encourages 

practitioners to offer smoking cessation interventions to their patients every visit (Fiore, 

Bailey, & Cohen, 1996). Although mental health care providers are highly trained in 

behavior change interventions the guidelines are generally not utilized in psychological 

practice (Block, Hutton, & Johnson, 2000; Leffingwell & Babitzke, 2006; Phillips & 

Brandon, 2004).  
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The updated guideline includes many well validated clinical treatments and a large 

amount of empirical data to support the efficacy of the guidelines. In addition, the 

researchers identified current trends as well as recommendations for future research on 

advancing smoking cessation.  The current thinking by experts in the field of nicotine 

dependence and addiction indicates that cigarette smoking should be viewed as a chronic 

disease requiring professional attention and interventions at every available opportunity 

(Fiore, et al., 2008). The Clinical Practice Guideline provides a relatively brief and 

straight forward template for interventions that could easily be incorporated into both a 

medical and mental health care practice using a systematic approach to helping smokers 

called the „Five A‟s‟.  

 The “Five A‟s” represent a standardized treatment protocol with support materials 

developed to easily facilitate brief interventions. The “Five A‟s” include intervention 

steps  that involve specific tasks related to each of the A‟s allowing the clinician to ask, 

advise, assess readiness, assist, and arrange for cessation assistance systematically with 

their clients (Fiore, et al., 2008). First, the protocol specifies that every patient should be 

asked about tobacco use at every visit in order to properly identify all users (“ask”). 

Second, all tobacco users should be strongly advised to quit (“advise”). Third, the client 

willingness to make a quit attempt should be assessed (“assess readiness”). Fourth, 

appropriate assistance should be provided to the client, depending upon the client‟s 

current level of readiness to quit (“assist”). For clients who want to quit smoking and are 

prepared to set a quit date, this assistance should include behavioral counseling, and 
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referral to available self-help resources. In the case of client who is not currently willing 

to quit, health care professionals are encouraged to utilize a brief, motivational 

intervention, and then follow up with the client in every appointment using a directive, 

patient centered counseling approach to smoking cessation. Finally, personal follow-up 

contact for clients who use tobacco should be arranged (“arrange follow-up”). Although 

the Clinical Practice Guidelines clearly state that all health care professionals should 

attend to nicotine dependence this rarely occurs in a clinical practice (Block, Hutton, & 

Johnson, 2000; Hjalmarson & Saloojee, 2005; Leffingwell & Babitzke, 2006; Phillips & 

Brandon, 2004). Given the magnitude of smoking related problems effective smoking 

interventions should be a priority for all health care professionals and the Clinical 

Practice Guidelines have clearly stated that this includes psychologists (Fiore, et al., 

2008).  

 Interventions by physicians during their patients appointments that are extremely 

brief (under 3 minutes) have been shown to increase the likelihood of a future quit 

attempt by a smoker. A preponderance of research has proven the effectiveness of brief 

interventions administered by physicians however little empirical research has been 

completed with interventions administered by psychologists and counselors.  

 Results of recent studies indicate that practicing psychologists rarely incorporate 

smoking interventions into their treatment planning. A scant number of studies have 

attempted to determine whether psychologists effectively address cigarette smoking with 

their clients and no studies using psychologist delivered interventions could be found. As 
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a result of the scarcity of psychologist interventions very little research has been available 

to determine whether psychologists are able to effectively change the smoking behavior 

of their clients.    

 As stated previously smoking interventions have not been an area of focus in 

training clinics since they fall in the category of substance use. However, a growing 

number of researchers indicate that psychologists could easily utilize the Five A‟s for 

smoking interventions (Block, Hutton, & Johnson, 2000; Hjalmarson & Saloojee, 2005; 

Leffingwell & Babitzke, 2006; Phillips & Brandon, 2004). These interventions could be 

managed without risk of client difficulties found in other substances that often require 

after hours care thus making smoking cessation interventions ideal for training clinics. 

Given that much of what we have learned about substance abuse has been through 

nicotine dependence these interventions would likely be valuable for gaining experience 

in substance abuse.  

Smoking Interventions completed by Psychologists (or) by Mental Health Care 

Professionals 

Empirical research with health care providers has shown that even brief 

interventions may be effective in helping nicotine dependent smokers to quit smoking 

(Colby, et al., 2005; Friend & Colby, 2006; Friend & Levy, 2001; Milch et al., 2004; 

Ockene, et al., 1994; Ockene & Zapka, 1997). However, very little research to date has 

addressed the ability and willingness of other types of health care professionals such as 

psychologists to change the behavior of smokers (Leffingwell and Babitzke, 2006; 
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Phillips and Brandon, 2004). A successful smoking intervention should include some 

level of attention to behavioral change counseling which rarely occurs in a medical 

setting. Psychologists are well trained in substance use and addiction, behavioral change, 

coping skills training, and proven methods of guiding patients through difficult times and 

decisions. In addition, the dose response nature of smoking interventions fit well with the 

usual treatment of clients in therapy. Unfortunately, this training has not translated into 

beneficial smoking interventions by practicing psychologists.  

In 2000 Block and associates completed a study to assess the attitudes and 

practices related to smoking cessation among healthcare providers including those of 

psychologists (Block, Hutton, & Johnson, 2000). As a part of the Bridge to Health 

Collaborative which was organized to assess the regional health status in Minnesota and 

Wisconsin researchers mailed surveys containing 31 smoking related questions to 1,215 

health care providers. A total of 614 completed responses were received (51.9%). Over 

half of the health care providers reported consistent tobacco use assessment with their 

patients. In response to questions about consistent referral for pharmacological treatment 

only 10% indicated that they did this on a regular basis. Interestingly, when asked about 

tobacco intervention attitudes 77.9% of the respondents agreed that tobacco interventions 

that include counseling were important yet 65.9% indicated a need for education in this 

area. 

  The current pattern of psychologist interventions with their cigarette smoking 

clients was assessed by Phillips and Brandon in a survey study in 2004. The stated 



Texas Tech University, Charlene M. Key, August 2011 

 

 

 65   

 

primary purpose of the study was to determine the likelihood of a psychologist to initiate 

a smoking intervention although the researchers included questions to assess psychologist 

practices related to several other risky behaviors as well. The researchers developed the 

survey in a manner that would help them to determine whether psychologists viewed 

cigarette smoking differently than other risky behavior and substance use, and to 

determine the degree to which practicing psychologists would address their clients 

smoking behavior. As a part of the study the investigators also surveyed the psychologists 

to determine whether they had received any form of educational instruction or had 

experience or expertise with interventions for tobacco use. The researchers collaborated 

with the American Psychological Association (APA) who randomly selected 1,000 

psychologists from their membership and provided mailing labels for the study.  

 A total of 281 surveys were returned and 256 of these were ultimately used in 

their analysis. The researchers found that all but 13 percent of the respondents reported 

having some training on the topic of smoking cessation (Phillips and Brandon, 2004). A 

total of 29% of the respondents reported that they assessed the smoking status of every 

patient, 47% of those respondents reported assessing readiness to quit, and 31% of those 

respondents reported advising the identified smokers to quit (Phillips & Brandon, 2004). 

The psychologists were more likely to ask about their clients tobacco use than unsafe sex, 

gambling, or reckless driving however the majority of practicing psychologists said they 

were less willing to assess their clients stage of change (willingness to quit) or to advise 

their clients to quit smoking. In fact, less than 1 in 3 psychologists said they ask all of 
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their clients about smoking and a similar number indicated that they advise all of their 

clients to quit smoking. This practice of ignoring harmful tobacco use is problematic 

given the specialized behavioral change skills that most psychologists have acquired in 

their training. In addition, the Clinical Practice Guidelines clearly state that all healthcare 

professionals should use the guidelines with their smoking patients (Fiore, et al., 2008).  

Finally, Phillips and Brandon also assessed the psychologist‟s reasons for not 

using smoking interventions and discovered that 45 percent of the clinicians did not 

intervene simply because it wasn‟t the patient‟s stated presenting problem. In addition, 26 

percent of the clinicians were concerned that clients would not be receptive to their 

advice. This may be a reflection of emphasis placed on patients presenting problems 

without an understanding of the possible interaction of psychopathology and cigarette 

smoking. With regard to training and skills approximately 20 percent said they lacked the 

relevant training or skills to intervene. Nineteen percent of the responding psychologists 

thought a smoking intervention would interfere with their therapy goals, and 19 percent 

simply did not believe that smoking was a risk for the patient. 

Recommendations made by Phillips and Brandon include training about the 

potential for behavior change in smokers with the use of interventions, the education of 

psychologists about the personal and societal cost of smoking, and the prevalence of 

comorbid substance use and mental health disorders. They also recommend that 

psychologists be made aware of the U.S. Public Health Service‟s Clinical Practice 
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Guidelines and that every practicing psychologist receive instruction in order to 

implement brief interventions using the 5 A‟s.  

 Another study conducted by Leffingwell and Babitzke in 2006 sought to extend 

and replicate the work of Phillips and Brandon (2004). The researchers identified all 

currently licensed psychologists in the state of Oklahoma and recruited participants with 

a mailed packet of information, including the questionnaire to be returned with postage 

paid envelopes. They sent out 498 packets and had 167 completed questionnaires 

returned which was a response rate of 34.7%. The researchers had a total of twenty-two 

(4.4%) survey packets returned unopened because they were undeliverable (Leffingwell 

& Babitzke, 2006).  

 The packet sent to psychologists contained an invitation letter, informed consent, 

and a questionnaire to be returned to the investigators in prepaid envelopes within 3 

weeks of when the packets were mailed. They also mailed reminder cards to all potential 

participants approximately 10 days after the packets were mailed if they had not been 

returned by that date. The questionnaire was designed to assess many factors that might 

affect a practicing psychologist‟s frequency of assessing tobacco status as well as the 

subsequent frequency of interventions. The researchers specifically wanted to assess the 

use of strategies that are consistent with the Clinical Practice Guideline “Five A‟s”, in 

order to determine whether differences exist based on several potential factors. 

Specifically, they wanted to determine whether theoretical orientation and training, 

history of personal tobacco use, and attitudes about psychologist‟s personal sense of 
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responsibility towards interventions were relevant when compared to attitudes and 

practices of other health care providers (Leffingwell & Babitzke, 2006). 

Their findings revealed that practicing psychologists do indeed fall short in both 

their awareness and knowledge of interventions as outlined in the guidelines. Among the 

respondents 35% of the psychologists reported asking every new client if they smoked 

and 81% of those respondents reported offering assistance if their client was willing to 

make a quit attempt. These psychologists reported that assistance typically encompassed 

social support and encouragement. Their research also revealed that most psychologists 

(85.5%) believe that smoking interventions should generally (almost always) be the 

responsibility of a physician rather than a mental health care provider. This is unfortunate 

given that their skills and resources to help patients overcome the number one 

preventable cause of illness and morbidity in this country are not recognized as a valuable 

resource. Based on this reality, it is important to educate mental health professionals 

about the relationship of cigarette smoking and psychopathology. It is possible that a 

better understanding of this relationship would convince practicing psychologists that 

they should also be responsible for smoking interventions in order to treat their clients 

more comprehensively.  

Yet another study completed in Sweden in 2005 assessed the beliefs and attitudes 

about helping clients with smoking cessation (Hjalmarson & Saloojee, 2005). In addition 

they queried psychologists about professional practices related to tobacco use, personal 

smoking history, current smoking status, smoking cessation skills, and the use of snus. 
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Snus is a moist powder tobacco product that has been banned in most of the European 

Union.  

 The researchers mailed 1000 questionnaires to primarily clinical psychologists in 

Sweden and reported an 85% response rate. The 35 item questionnaire revealed that 8% 

of the respondents were current smokers. The researchers included a statement to assess 

how responsible psychologists felt about helping tobacco users quit that stated “As a 

psychologist, how do you look upon your task to help patients/pupils/clients stop 

smoking/usuing snus”? The majority (75%) reported that they believed it was not their 

task or responsibility to help clients quit using tobacco. This was a surprising majority 

since 62% of the psychologists also reported that they believed quitting would result in a 

better mental quality of life for their patients and 72% believed it would improve their 

clients physical quality of life.  

 Among the respondents 32% reported that they „often‟ or „sometimes‟ asked if 

their client smokes and 31% of those psychologists reported advising their clients to quit. 

Among those respondents only 7% of the psychologists reported „helping‟ their clients in 

a quit attempt. In terms of training and skills necessary to conduct smoking interventions 

74% of the respondents thought they lacked the skills to complete an effective smoking 

intervention. Among the psychologists responding the majority expressed concern about 

damaging the therapeutic relationship by engaging in a smoking intervention with their 

clients (Hjalmarson & Saloojee, 2005). 
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Interventions by Physicians and Health Care Professionals in a Medical Setting 

Although the health risks related to smoking were receiving serious attention by 

the US government in 1964 smoking interventions by physicians were not considered as 

a possible method for reducing illness and mortality related to cigarette smoking until 

1979 (Russell, Wilson, Taylor, & Baker, 1979; Ockene & Zapka, 1997). Russell and 

colleagues published what has been called „the seminal article‟ initiating the physician 

emphasis on smoking interventions. Researchers in Great Britain first considered the 

possibility of medical health provider interventions after estimating the potential contact 

that physicians have with smokers (Russell, Wilson, Taylor, and Baker, 1979). Russell 

and colleagues determined that roughly 90% of British adults visit a doctor at least once 

in a 5 year period, and that most people typically exceed 3 physician visits per year. 

Given the increasing awareness of health consequences of smoking and the opportunity 

to raise awareness Russell and colleagues surmised that it might be efficacious to enlist 

the services of physicians and health care providers. They first recommended that health 

care providers should give patients firm advice to quit smoking during their regular 

appointments. It makes sense that all types of healthcare providers should be involved in 

smoking cessation interventions. These brief interventions can occur in opportunistic 

situations and are likely the most cost-effective approach available to have a positive 

impact on the potentially serious health-related problems in smokers (Salize, et al., 2009).  

Research since the first seminal study by Russell and colleagues has shown that 

brief interventions by physicians can change the smoking behavior of smokers and are 
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relatively simple but are still not widely utilized by physicians and other health care 

providers (Fiore, et al., 2000; Fiore et al., 2008; Ockene & Zapka, 1997; Salize, et al., 

2009). Many physicians have chosen to focus exclusively on their patients primary 

medical problems and have often reported that they don‟t have the time or resources to 

tackle cigarette smoking with their patients. Research shows that reasons for the lack of 

commitment to smoking interventions by physicians also include the perceived lack of 

time, a lack of expertise in doing a brief intervention, a lack of tangible incentives, and 

the assumption that interventions will likely not be effective with patients (Salize, et al., 

2009).  

Many researchers have focused on physician based interventions and have 

determined that physician advice does indeed influence patient smoking behavior. Milch 

and colleagues developed a study to assess the effectiveness of two brief interventions for 

physician screening of patients for smoking, physician advice to quit smoking, and actual 

patient smoking cessation rates when compared with a control group (Milch, Edmunson, 

Beshansky, Griffith, &  Selker, 2004). The researchers used a nonrandomized 

comparison of alternative practices for smoking cessation in a hospital-based primary 

care medical practice. Interventions were implemented on separate medical practice 

teams using the two different treatment protocols plus a control group. The interventions 

consisted of a minimal intervention using “vital sign” stamps on patient files, and an 

“enhanced” intervention that included a five-question form assessing patient‟s level of 

readiness to make a quit attempt. The enhanced intervention also utilized preplanned 
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counseling prompts for clinicians to use. The researchers‟ verified medical record 

documentation of the screenings for smoking cessation advice and patients self reported 

smoking status 8-10 months after implementation of the interventions. The self-reported 

patient cessation rates were highest on the enhanced team (12%) when compared to the 

minimal vital sign condition (2%). 

A study in 1987 evaluated the efficacy of a smoking intervention with an 

emphasis on personal susceptibility, self-efficacy, and health care provider interest in the 

patient (Janz, Becker, Kirscht, Eraker, Billi, & Woolliscroft, 1987). The study design 

utilized a brief physician delivered message in one condition, and self-help materials plus 

a brief physician delivered smoking cessation message in a second condition, and a 

treatment as usual control group. The condition that involved a smoking cessation 

message from a physician was followed by a brief smoking cessation consultation from a 

nurse during the clinic visit. A total of 250 participants were recruited for the study over a 

6 month period and were followed with telephone interviews immediately after their 

clinic visit, and again at one and 6 months later. Their analysis revealed that both 

treatment groups were superior to the usual care control group and the group receiving 

the physician delivered cessation message with the self-help materials was approximately 

3 times more likely to achieve smoking cessation over the control group during the study 

period.  The outcome was also initially favorable for the participants who received only 

the physician delivered message but this difference disappeared at the one month follow-

up. A weakness of the study is based on the fact that researchers involved in this study 



Texas Tech University, Charlene M. Key, August 2011 

 

 

 73   

 

used only self-report measures that were modeled after national surveys assessing 

smoking status (Janz, et al., 1987). 

Many recent studies have evaluated the efficacy of training medical school 

students in brief counseling skills for smoking interventions with patients. A study 

completed in 2005 looked at the impact of education on brief smoking counseling for 

surgical residents using an evidence based medicine journal club in one condition and a 

role-play group in the other condition (Steinemann, et al., 2005). Their purpose in 

conducting the study was to determine the most efficacious method for teaching medical 

students about topics related to smoking cessation for medical practice. The interventions 

required only two hours of residents time for the training and four hours of faculty time in 

the role play condition versus one hour of faculty time in the evidence based medicine 

journal club. They found that both methods of brief intervention skills training 

significantly improved the residents knowledge, skills, and attitudes towards smoking 

cessation as an important factor for surgical patients. The researchers also reported that 

no difference existed between the residents in either condition, indicating that a time 

intensive and costly method is not necessary to teach medical residents the basic 

information needed to conduct brief interventions with surgical patients (Steinemann, et 

al., 2005).  

The vast majority of studies with medical school students report that early 

exposure to smoking cessation concepts and training in brief interventions produces good 

retention of the skills throughout medical school. One study completed in 2007 
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implemented training for first year medical students and then used brief reinforcement of 

the skills in the third year, and tested their retention of concepts in the fourth year 

(Kosowicz, Pfeiffer, & Vargas, (2007). The researchers used the Clinical Practice 

Guidelines protocol of the Five A‟s to teach medical students how to conduct brief 

interventions with patients. They found that skills were retained and demonstrated 

effectively after four years, especially with brief formal reinforcement in the third year of 

medical school. However, Kosowicz and colleagues also reported that a recent review of 

medical school training in smoking interventions reveal that deficits still exist in applying 

this training in medical practice and little long term data exists showing that longer term 

training is retained. 

Conclusions  

Cigarette smoking continues to be associated with astronomic health and financial 

costs placing an undue burden on our health care system, the nicotine dependent 

individuals, their families, and the economy as a whole. Although we have placed an 

emphasis on smoking prevention and smoking cessation in the U.S. rates of smoking 

related problems remain much higher than expected. After decades of effort to decrease 

death and chronic health problems related to smoking many physicians and psychologists 

still fail to seize the opportunity to move patients closer to cessation by simply assessing 

smoking status and advising their patients to quit. This results in a medical and mental 

healthcare system that lacks consistency and commitment in the delivery of efficacious 

interventions with smoking patients.      
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It is well documented that cigarette smoking and psychopathology frequently co-

occur leading to an exacerbation of symptoms that prove to defeat most smokers quit 

attempts without specialized interventions that target non-nicotine factors related to 

smoking. The Clinical Practice Guidelines have been established to assist all health care 

providers in their clinical work with their clients who are smokers. Overcoming the 

obvious barriers to providing treatment could change the trajectory for many clinical 

patients who are confronted with psychopathology and nicotine dependence. The 

evidence indicates that many smokers would be able to quit with even minimal 

interventions that mental health care providers should be encouraged to implement as a 

part of their regular therapy practice. 

Research on nicotine dependence over the past two decades have helped to inform 

us about factors that influence the smoking cycle as well as other addictive behavior and 

abused substances. These are problems that practicing psychologists will likely encounter 

in their profession yet we have been slow to implement treatments that could change this 

reality. Brief smoking interventions could change the pattern of smoking cessation 

treatment in clinical practice if student therapists are adequately trained and encouraged 

to provide treatment during their training.  
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APPENDIX B 

 

Texas Tech University / Oklahoma State University 

Invitation to Participate in Research 

Brief Interventions for Smoking: A Preliminary Study on Therapist Self-Efficacy and 

Practice 

You are invited to participate in a research project entitled “Brief Interventions for 

Smoking Cessation”. The primary investigator is Dr. Lee Cohen of the Department of 

Psychology at Texas Tech University and he may be reached at 806-742-3711, extension 

236. You may also contact Charlene Key, who will be responsible for the activities 

related to the research at 806-790-1432.  

Purpose 
The study is designed to further understand and extend the clinical practice of therapists 

with their cigarette smoking clients in a clinical setting. It is hoped that information 

gained from this study will advance the smoking cessation efforts of clinical patients. 

Procedure 
This study will consist of 3 brief questionnaires that will take under 10 minutes to 

complete and one 45 minute information session conducted by a trained research 

assistant. The questionnaires will not contain personal names but will be identified only 

with a code in order to complete a repeated measures analysis. You will be compensated 

with a $5.00 coffee shop gift card upon completion of each of the first and second 

questionnaires. You will be compensated with a $10.00 coffee shop gift card upon 

completion of the final questionnaire. The first questionnaire will be completed in 

September or October, 2009 before attending a 45 minute information session. The 

second questionnaire will be completed in December, 2009. The final questionnaire will 

be completed in May, 2010. All questionnaires will be sent out via email and returned by 

participants to secured container in Dr. Cohen‟s laboratory with your unique 

identification code. 

Procedure for Treatment Group: With the permission of the practicum supervisors there 

will be one 45 minute information session conducted during a regularly scheduled 

practicum for participants in the treatment condition. The 45 minute session will include 

a PowerPoint presentation and participants will each be given a copy of the Clinical 

Practice Guideline, a Clinician Pocket Guide, and pre-printed Quit Plan Sheets that may 

be used to guide therapists through brief interventions with their clients. 

Procedure for Control Group: The control group activities will consist of 3 brief 

questionnaires administered at the same time intervals as the treatment group. After all 

data has been collected and with the permission of the practicum supervisors the 45 

minute information session will be offered during a regularly scheduled practicum. The 
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45 minute session will include the PowerPoint presentation used in the treatment 

condition and participants will each be given a copy of the Clinical Practice Guideline, a 

Clinician Pocket Guide, and pre-printed Quit Plan Sheets that may be used to guide 

therapists through brief interventions with their clients. 

 

Your participation in this research project will be beyond the requirements of your 

practicum and your decision to participate will remain private and have no impact on 

practicum work. 

 

Your participation in this research will be completely voluntary. You will not lose 

anything to which you are entitled by refusing to participate. You will be free to 

withdraw from this study at any time you want, even in the middle of a session or while 

completing a questionnaire. Your participation in this research project will be beyond the 

requirements of your practicum and your decision to participate will remain private and 

have no impact on practicum work. 

Risks 
There are no anticipated risks associated with your participation in this study.  

Benefits 
If you choose to participate in this research study, you will learn about factors related to 

smoking cessation interventions. You will also be compensated with up to $20.00 in 

coffee shop gift cards if all components are completed. 
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APPENDIX C 

 

Baseline Measure Therapist Questionnaire 

 

Measure of Efficacy and Use of Clinical Practice Guidelines 

 

Participant ID___________________    Date: ______________________ 

 

1) Age:  ____     Gender:  Male ____   Female ____           

 Ethnicity:  ______________   

 

2) Year in the Ph.D. Program (please check one) 1___  2___  3___  4___  5___   6___ 

 

3) Are you currently providing therapy to clients Yes____ No ____ 

 

4). What is your personal experience with smoking? 

Current smoker_____ Previous Smoker_____ Never Smoker_____ 

 

5)  Please rank the level of importance (1-6 with 1 being the most important) that 

you normally place on each of the following harmful or risky behaviors in treatment 

planning for your clients 

Illicit drug use____   Cigarette smoking____   Prescription drug abuse____    

Alcohol abuse____   Driving while intoxicated____   Risky sexual behavior____ 

 

6) Have you previously conducted smoking interventions with clients?   

 Yes____    If Yes, how many?____  No____ 

 

7) Have you received formal training in smoking cessation techniques?   

Yes ____  No ____ 

 

8) Have you received formal training in alcohol abuse treatment? Yes____   No ____ 

 

9) Have you received formal training in drug abuse treatment?   Yes____   No____ 

 

10) I am familiar with The Clinical Practice Guidelines for Smoking Interventions 

 (Fiore, et al., 2008) Yes ____ No ____ 

 

11) I am familiar with the 5A’s developed for clinicians to use with brief smoking 

interventions 

Strongly Agree____   Agree____  Somewhat Agree____   Somewhat 

Disagree____   Disagree___  Strongly Disagree____ 
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12) I believe that I have the necessary skills to provide effective smoking cessation 

interventions with my clients  

Strongly Agree____   Agree____  Somewhat Agree____  Somewhat Disagree___ 

Disagree____   Strongly Disagree____ 

 

13) I am confident in my ability to counsel a client who is not motivated to make a 

current quit attempt about future smoking cessation  

Strongly Agree____   Agree____  Somewhat Agree____   Somewhat Disagree___ 

Disagree____   Strongly Disagree____ 

 

14) I am confident in my ability to provide smoking cessation interventions with my 

clients  

Strongly Agree____   Agree____  Somewhat Agree____   Somewhat Disagree___ 

Disagree____   Strongly Disagree____ 

 

15) On a scale of 0 to 100% what percentage of the time do you utilize Motivational 

Interventions that involve directive, patient centered counseling with your clients 

who are unwilling to make a smoking quit attempt? ______% 

 

16) I believe it is important to address smoking with my clients even when it is not 

their presenting problem for therapy 

Strongly Agree____   Agree____   Somewhat Agree____   Somewhat Disagree___ 

Disagree____   Strongly Disagree____ 

 

17) On a scale of 0 to 100% what percentage of the time do you ask your new clients 

about their smoking status? ______% 

 

18) On a scale of 0 to 100% what percentage of the time do you advise your clients to 

stop smoking? ______% 

 

19) On a scale of 0 to 100% what percentage of the time do you assess your client’s 

readiness to quit smoking? ______% 

 

20) On a scale of 0 to 100% what percentage of the time do you assist your clients 

with a quit plan?   ______% 

   

21) On a scale of 0 to 100% what percentage of the time do you arrange follow-up 

with your clients concerning their smoking status?  ______%  
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22) Do you believe that you have adequate training and skills to conduct effective 

smoking interventions with your clients?  Yes____ No ____ 

 

23) Do you believe that it is a part of your professional responsibility to conduct 

smoking interventions with your clients?  Yes____ No ____ 

 

24) I am willing to implement a brief smoking cessation intervention with my clients  

Strongly Agree____   Agree____ Somewhat Agree____   Somewhat Disagree____ 

Disagree____   Strongly Disagree____ 

 

25) On a scale of 0 to 100% what percentage of the time do you think it is necessary 

to refer your smoking clients to other health care professionals for smoking 

cessation treatment?    ______% 

 

26) Do you believe that you have adequate training and skills to conduct effective 

smoking interventions with your clients?  Yes____ No ____ 

 

27) Do you believe that cigarette smoking may be related to mental health problems 

for your smoking clients?  Yes____ No ____ 

 

28) Do you believe that your smoking clients can benefit from smoking cessation 

interventions?          Yes____ No ____ 
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APPENDIX D 

 

Follow-Up Therapist Questionnaire (Times 1 & 2) 

 

Measure of Efficacy and Use of Clinical Practice Guidelines 

 

 

Participant ID__________________    Date: ______________________ 

 

1) Are you currently providing therapy to clients Yes____ No ____ 

 

2). What is your personal current experience with smoking? 

Current smoker_____ Previous Smoker_____ Never Smoker_____ 

 

3)  Please rank the level of importance (1-6 with 1 being the most important) that 

you normally place on each of the following harmful or risky behaviors in treatment 

planning for your clients 

Illicit drug use____   Cigarette smoking____   Prescription drug abuse____    

Alcohol abuse____   Driving while intoxicated____   Risky sexual behavior____ 

 

4) Have you previously conducted smoking interventions with clients?   

 Yes____    If Yes, how many?____  No____ 

 

5) Have you received formal training in smoking cessation techniques?  Yes ____  

No ____ 

 

6) Have you received formal training in alcohol abuse treatment? Yes____   No ____ 

 

7) Have you received formal training in drug abuse treatment?   Yes____   No____ 

 

8) I am familiar with The Clinical Practice Guidelines for Smoking Interventions 

 (Fiore, et al., 2008) Yes ____ No ____ 

 

9) I am familiar with the 5A’s developed for clinicians to use with brief smoking 

interventions 

Strongly Agree____   Agree____  Somewhat Agree____   Somewhat Disagree___ 

Disagree____   Strongly Disagree____ 

 

10) I believe that I have the necessary skills to provide effective smoking cessation 

interventions with my clients  
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Strongly Agree____   Agree____  Somewhat Agree____   Somewhat Disagree___ 

Disagree____   Strongly Disagree____ 

 

11) I am confident in my ability to counsel a client who is not motivated to make a 

current quit attempt about future smoking cessation  

Strongly Agree____   Agree____  Somewhat Agree____    Somewhat Disagree___ 

Disagree____   Strongly Disagree____ 

 

12) I am confident in my ability to provide smoking cessation interventions with my 

clients  

Strongly Agree____   Agree____  Somewhat Agree____   Somewhat Disagree___  

Disagree____  Strongly Disagree____ 

 

13) On a scale of 0 to 100% what percentage of the time do you utilize Motivational 

Interventions that involve directive, patient centered counseling with your clients 

who are unwilling to make a smoking quit attempt? ______% 

 

14) I believe it is important to address smoking with my clients even when it is not 

their presenting problem for therapy 

Strongly Agree____   Agree____   Somewhat Agree____   Somewhat Disagree___ 

Disagree____   Strongly Disagree____ 

 

15) On a scale of 0 to 100% what percentage of the time do you ask your new clients 

about their smoking status? ______% 

 

16) On a scale of 0 to 100% what percentage of the time do you advise your clients to 

stop smoking? ______% 

 

17) On a scale of 0 to 100% what percentage of the time do you assess your client’s 

readiness to quit smoking? ______% 

 

18) On a scale of 0 to 100% what percentage of the time do you assist your clients 

with a quit plan?   ______% 

   

19) On a scale of 0 to 100% what percentage of the time do you arrange follow-up 

with your clients concerning their smoking status?  ______%  

 

20) Do you believe that you have adequate training and skills to conduct effective 

smoking interventions with your clients?  Yes____ No ____ 
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21) Do you believe that it is a part of your professional responsibility to conduct 

smoking interventions with your clients?  Yes____ No ____ 

 

22) I am willing to implement a brief smoking cessation intervention with my clients  

Strongly Agree____   Agree____  Somewhat Agree____   Disagree____   Strongly 

Disagree____ 

 

23) On a scale of 0 to 100% what percentage of the time do you think it is necessary 

to refer your smoking clients to other health care professionals for smoking 

cessation treatment?    ______% 

 

24) Do you believe that you have adequate training and skills to conduct effective 

smoking interventions with your clients?  Yes____ No ____ 

 

25) Do you believe that cigarette smoking may be related to mental health problems 

for your smoking clients?  Yes____ No ____ 

 

26) Do you believe that your smoking clients can benefit from smoking cessation 

interventions?          Yes____ No ____ 
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APPENDIX E 

POWERPOINT PRESENTATION USED IN TRAINING 

Pages 91-96 
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