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Abstract

Beliefs in the benefits of smoking are reported by most smokers. There is widespread recognition in the literature that many such beliefs may be distorted (Beck, Wright, Newman & Liese, 1993; Miller & Rollnick, 1992). Such beliefs have been shown to be modifiable, and belief modification has been shown to predict smoking cessation (Petersen, Kinderman & Maguire). This study evaluates a treatment group conducted in an NHS Specialist Smoking Cessation Service which explicitly challenged beliefs about the benefits and pleasures of smoking.

There were 152 participants. At 4 weeks post quit date, 110 participants had stopped smoking, (72.4%), 26 were still smoking, (17.1%) and 16 were lost to follow up (10.5%).

At the 52 week follow up, 45 were still not smoking (29.6%), 54 were smoking (35.2%) and 53 were lost (34.9%). This compares favourably with other published data on smoking outcomes in which cessation rates for specialist services range from 13-19%, NICE, 2002; Ferguson, Bauld, Chaterman & Judge, 2005; Government Statistical Service, 2001).

Treatment was perceived positively by participants, most of whom who felt it had changed their attitudes to smoking, enhanced their motivation to quit and increased their confidence in their ability to quit.
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Introduction.
Historically, many studies have attempted to identify motivation to smoke 

Tomkins’ 1966 model suggested that smoking enhances positive affect and reduces negative affect. Factor analysis following on from Tomkins’ model of motivation was used to identify separate motives for smoking (Horn & Waingrow, 1966, cited in Tate & Stanton 1990) and 6 factors were identified: pleasurable relaxation, stimulation, tension reduction, handling, psychological addiction and habit. Many subsequent studies have built on this work (Ikard & Tomkins, 1973; Bosse, Garvey & Glynn, 1980; Ho, 1989) and the relevance of these factors has been broadly supported. 

More recent models of smoking continue to assume the existence of benefits of smoking and the fact of these benefits is often stated, without qualification, as self evidently true. For example Lowin, (1996), writes, “no form of Nicotine Replacement Therapy accurately reproduces the pleasurable surge in plasma Nicotine obtained by smoking”; (author’s italics) and Russell, (1990), states that “besides being pleasurable, smoking helps many people to cope better with the stresses of their lives”. Understanding the functions served by smoking is often deemed important in planning individually tailored, appropriate smoking cessation treatment, (Axelrod, 1991).

However, West (1993) cautions that this ‘tacit assumption’ of the benefits of smoking may be unsupported by the literature and comments that this has significant treatment implications.

Beliefs in benefits of smoking are readily elicited simply by asking people why they smoke. Traditionally, practitioners working in smoking cessation services address such reported benefits by encouraging smokers to replace smoking with less harmful substitutes, developing alternative incompatible behaviours and relaxation or stress reduction programmes.

In addition, self reinforcement, interrupting habitual behaviour, enlisting the help of others, positive self statements, health education, motivational support and pharmacological methods of controlling cravings are widespread. There is considerable emphasis placed on the costs of continuing to smoke, such as health risks.

However, while it may be true that smokers attempt to quit because of fears or concerns about their smoking, it is the perceived benefits of smoking that make people feel deprived without their cigarettes, and that ultimately lead them to relapse. If people quit because of health concerns then they can justify “just the odd one” with thoughts like “one won’t hurt” or “I’ll only smoke at weekends”. Beck, Wright, Newman & Liese (1993), describe such ‘permission giving beliefs’ and stress the importance of addressing these to prevent relapse effectively. 

Smokers’ thinking style has long been of interest both to practitioners and researchers. Russell, (1990) writes: 'Decisions (about quitting) are based ultimately on the subjectively perceived balance of advantages and disadvantages of smoking...the decision is always a rational one from the subjects view point.' Treatment therefore aims to shift the balance in such perceptions to tilt the smoker towards a quit attempt. In attempting to tip this balance, emphasis may be placed on enhancing the perceived disadvantages, an approach exemplified by hard-hitting DOH advertising campaigns. 

An alternative approach to enhancing perceived disadvantages is to challenge the perceived advantages of smoking. Permission giving thoughts such as “I deserve a treat” or “it’s a celebration so I’ll just have one” are products of a belief system that considers cigarettes to be pleasurable. If these beliefs are based on distorted assumptions, then perhaps they are modifiable. Further, if beliefs in the benefits of smoking can be effectively challenged, it would be logical to assume that this could enhance motivation to quit, and reduce the barriers to cessation. This possibility was tested out in a study for a Doctoral Thesis (Petersen, Kinderman & McGuire, 1998) in which smokers were offered treatment aimed at challenging perceived benefits and pleasures of smoking. Results showed a significant reduction in beliefs in positive effects of smoking (p<.001) in the treatment groups. Reductions in positive beliefs about smoking was found to be a significant predictor of cessation.

This approach represents a significant departure from traditional methods. Instead of accepting a statement like “smoking relaxes me” at face value and either reflecting it back, (motivational interviewing), seeking an alternative method of relaxing (behaviour therapy), or outweighing the benefit by pointing out harm (health education), this approach involves directly challenging this belief.

The current study evaluates a pilot treatment group offered at the Stockport Centre for Health Promotion. The aim of the groups was elicit, explore and, if appropriate, explicitly challenge positive perceptions about smoking.

Monitoring arrangements for specialist smoking cessation services were developed by the Department of Health, so that national figures could be collected and services evaluated, (Department of Health, 1999). These monitoring arrangements were used in the study site.

Method
Participants were recruited via referrals from GPs or practice nurses. When referrals arrived all clients were telephoned and offered a choice of 1:1 or group treatment. Those electing group treatment were included in the study. There was no pre-group screening. There was a delay of approximately 10 weeks between referral and treatment due to service waiting lists. An average of 12 participants attended each group (range 8-17). Each group comprised two treatment sessions, each of 2 hours duration, held a week apart. In accordance with Department of Health guidelines for data monitoring and evaluation, only participants setting a quit date are included in the analysis. 

Participants were given an anonymous feedback form at the end of the second session, which they filled in before leaving, containing statements such as  “the group helped me change my attitude to smoking”, “the material was presented poorly” and “I am more motivated to quit than I was before the group”. Participants were requested to rate each statement on a 6 point Likert scale ranging from totally agree to totally disagree.

Cessation rates were determined by self report at 4 weeks and 52 weeks post quit date in accordance with DOH guidelines.
Treatment was provided by a Clinical Psychologist. All groups were free of charge. Participants were invited back 4 weeks post quit date to attend a follow up appointment. Those who did not attend were telephoned on 3 separate occasions, at 3 different times of day. Those who could not be contacted by telephone received a letter with a pre-paid envelope and return slip asking them to let us know whether they were A: Non smoker, defined as never smoking any cigarettes; B: Occasional smoker, defined as smoking 1-10 cigarettes per week or C: Smoker, defined as smoking 11+ cigarettes per week. The use of the B category was designed to reduce response bias in that it gave people who were smoking an opportunity to claim to have benefited from treatment. However in the analysis all participants classifying themselves as ‘Occasional smoker’ were categorised as smokers.

In session 1, participants’ reasons for smoking, and the perceived benefits of smoking were elicited and then challenged using cognitive therapy. One of the key cognitions identified was the misattribution of relief of withdrawal as stress relief, relaxation or pleasure. This misattribution has long been recognised, for instance by Parrott, (1995), who writes "smokers gain little real advantage from cigarettes, but smoke mainly to forestall nicotine depletion", and Cohen & Lichtenstein, (1990), note that smokers who quit experience reduced levels of daily stress. West, (1993), writes that ‘smokers are no better off psychologically, and may be worse off than non-smokers.’ 

Despite this recognition that smoking does not genuinely relieve stress, the belief persists among smokers that smoking is relaxing and helps them cope. When people smoke they are negatively reinforced by the relief of nicotine withdrawal symptoms. This relief is immediate and is attributed to smoking. However, when a cigarette is stubbed out, there are no immediate ill effects. The state of withdrawal which may make people feel irritable and unhappy develops gradually over time and therefore the link is not clearly made between smoking and unpleasant psychological states. This fundamental misconception is a key cognition addressed during treatment.

The therapeutic process involves use of an externalising approach. The craving to smoke is conceptualised as “Nitch”, short for Nicotine Itch – a parasite that was created when a person started to smoke, and thereafter made the smoker feel tense and irritable whenever nicotine levels dropped. The feeling of wanting to smoke was conceptualised as an artificial and unpleasant feeling of tension or anxiety. Nitch was seen as having 2 weapons: stress arising from the physical craving for nicotine, and propaganda which are the attitudes and beliefs like “I need a cigarette to cope”, “who wants to live forever anyway, “smoking is my only pleasure in life” etc. These beliefs are seen as distorted, and reframing them was a central feature of the approach. 

The following exchange illustrates this:

Patient: “I tried to quit yesterday. I lasted till 10 O’clock, then my grand-daughter was driving me crazy. I had to buy some cigarettes to help me cope. After that I was okay.”

Therapist: “Remember last week we talked about the feeling of needing a cigarette?”

Patient: “Yes, it’s just Nitch isn’t it.

Therapist: “Yes. Nitch winds you up and stops you from coping till you feed him. (Ie smoke). Did your grand-daughter’s behaviour change after you smoked?” 

Patient: “No. I could just deal with it better. It was Nitch stressing me out, not my grand-daughter. “

Therapist: “That’s what often seems to happen: Nitch makes you feel stressed and you get that horrible itchy ‘I want a cigarette’ feeling. This feeling is Nicotine withdrawal. But life or naughty grandchildren get the blame for the feelings instead of cigarettes, and then cigarettes get the credit for making it better again”.
In addition smokers were encouraged to identify and reframe thinking errors such as minimisation or denial, (“who wants to live forever anyway” or “what do doctors know?”; selective attention such as noticing healthy happy looking smokers and not noticing miserable ill looking smokers and arbitrary inference - “he’s happy because he is smoking”.  

Nicotine Replacement Therapy (NRT) and Bupropion, were discussed and advice on their use given. The decision of whether or not to prescribe rested with the GP, who also issued the prescriptions.

Session 2 focused on relapse prevention, the aim being to arm people against ‘permission giving beliefs’ (Beck et al, 1993) such as “just one won’t hurt”. Withdrawal was conceptualised as “Killing Nitch” by cutting off his nicotine supply. The aim of the second session was to help the smoker feel liberated from the constant need to smoke rather than deprived of the pleasure of smoking.

Results.

The study took place in an NHS Smoking Cessation Specialist Service. Data was collected and analysed in accordance with the Department Of Health Guidelines,(Department of Health, 1999).

Mean amount smoked daily was 20-29 cigarettes for both genders. Mean number of years smoked was 20-29 years for both genders. 128 had made previous quit attempts (84%).

Cessation Data

152 participants set a quit date. At 4 week follow up, 110 participants had stopped smoking, (72.4%), 26 were still smoking, (17.1%) and 16 were lost to follow up (10.5%).

At 52 week follow up, 45 were still not smoking (29.6%), 54 were smoking (35.2%) and 53 were lost to follow up (34.9%).

Of the 53 lost to follow up at 52 weeks, 28 had been non smokers at 4 weeks post quit date, 17 had been smokers and 8 had been also been lost at 4 weeks.

Use of Pharmacological Products.

5 participants used Nicotine Replacement Therapy (NRT), (3.3%), 111 used Bupropion, (73%), 20 elected to use no products (13.2%) and 21 people did not supply this information, (13.8%). There were insufficient numbers of participants using different products to permit meaningful analysis of cessation rates by product.

Qualitative data 

Anonymous feed-back questionnaires were completed at the end of the second session. There was a high response rate with 137 participants completing the questionnaires (90%).

Participants were asked to rate items such as “The group helped me change my attitude to smoking”, “the material was presented poorly” and “I am more motivated to quit than I was before the group” on a Likert Scale.

The results of key statements are shown in the following graphs:

Figure 1 Participant’s responses to the statement:

“The group helped me change my attitudes to smoking”
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Figure 2: Participant’s responses to the statement:
“The Group Helped me Change my smoking behaviour”
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Figure 3: Participant’s responses to the statement:

“I am more motivated to quit than I was before the Group” 
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Figure 4: Participant’s responses to the question:

“I am more confident that I can quit than I was before the group” 
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Discussion.
The present study evaluated the effectiveness of a pilot treatment group focusing on challenging positive beliefs about smoking. 

It was hypothesised that beliefs about benefits of smoking create a barrier to quitting since the smoker fears the loss of these pleasures and benefits. Therefore reducing the degree to which people believe in the benefits of smoking was hypothesised to offer a useful avenue for helping people to stop smoking.

There is a wealth of outcome research which has been summarised by NICE in their 2002 Guidance. The research notes that 5% of smokers offered opportunistic advice from their GP succeed in stopping. Meta-analysis of almost 100 RCTs evaluating the effectiveness of NRT which is usually offered in conjunction  with motivational support, counselling and advice was 10% in the placebo groups and 17% in the treatment groups. For Bupropion, which is only prescribed in conjunction with motivational advice, counselling and support, success rates were 9% in the placebo groups and 19% in the treatment groups. 

These clinical trial finding have been replicated in routine services across England. 2005 Ferguson, Bauld, Chaterman & Judge (2005) evaluated 2 contrasting areas of England -Nottingham and North Cumbria, consisting of 9 PCT localities. 2069 participants set a quit date. Of these 17.7 were not smoking at 52 week, based on self report. 

Government figures for smoking cessation services set up in response to the White Paper, Smoking Kills (1998), found 52 week quit rates of 13% (Government Statistical Service 2001).

Limitations
This study was a pilot and has a number of limitations. There was no control group with which to compare the outcomes. However there is a wealth of published outcome data against which the success rates of these groups can be cautiously compared. 

A second limitation is the problem of loss of participants to follow up. 

Of the 53 lost to follow up at 52 weeks, 28 had been non smokers at 4 weeks post quit date, 17 had been smokers and 8 had been also been lost at 4 weeks. It is therefore not possible to accurately assess relapse rates in the present study. It could be hypothesised that who fundamentally change their positive perceptions of smoking are less likely to relapse than those who still regard cigarettes favourably but are quitting due to concerns such as health or costs. However the loss of participants to follow up between 4 and 52 weeks does not permit meaningful investigation of this hypothesis.

In addition, follow up was by self report which raises the possibility of a response bias, though attempts were made to minimise this by stressing the importance of accurate responding, using a blind researcher who did not know any of the participants and offering the additional category of ‘occasional smoker’ to allow people to claim some success.

A third limitation stems from the DOH data monitoring requirements which state that only smokers setting a quit date are included in national figures. This excludes people who request referral and attend treatment but do not set a quit date. This limits the usefulness of service evaluations since it is not possible to know how many people were excluded from the analysis.

A fourth limitation relates to the difficulty in drawing conclusions about the effective components from a treatment approach that incorporated a variety of different treatments including pharmacological support. NICE notes the importance of counselling and motivational support, but states that the current evidence does not allow judgements on the relative importance of the pharmacological products and the additional support. 

NICE makes no comment on CBT for smoking, as this avenue has not received much research attention, however NICE (2002) recognises the high failure rate in all types of treatment for smoking and writes ‘innovative strategies to encourage quitting should be investigated’.

The present study offers such an innovative approach and the outcomes reported here which are 29.6% not smoking at 52 week follow up are promising when compared with other published data. I therefore feel that,  despite these limitations this approach is worthy of further investigation, particularly given the cost-effective nature of a 2 session group protocol. A Randomised Controlled Trial comparing standard specialist service care (NRT/Bupropion plus motivational support) and enhanced care which includes the belief modification component is now needed. 
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