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Evaluation of the Amount of Therapist Contact in a Smoking

Cessation Program
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This research tested a multicomponent self-help manual that contained nicotine fading
and some behavioral techniques. It also evaluated the incremental effects of using higher
amounts of therapist contact on quitting rates. 114 smokers were randomly assigned to
one of four treatment groups: (1} A [(-session moiticomponent program (n = 25); (2) a
5-session multicomponent program (# = 31); {3} a 5-session multicomponent plus a self-
help manual program {n = 25); and (4) a self-help-manual-only program (n = 33). A
control group {n = 48) did not receive any treatment. The distinctive characteristic of the
treatments was the different amovnt of therapist contact. Commeon components of the
programs were a refundable deposit, self-monitoring, information on smoking, stimulus
controf, CO feedback, nicotine fading, and strategies to avoid withdrawal symptoms. End-
of-treatment quit rates ranged from 36% (self-help manual) to 68% (10-session
mufticomponent program). At 12-month follow-up there were significant differences
between groups, and the most effective group was the S-session plus manual group, with
an abstinence rate of 48%.
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En esta investigacion se ha evaluadc un manual multicomponente de autoayuda para
dejar de fumar. Este manual incluye un programa basado en la reduccion gradual de
nicotina y alquitrdn, junto con otras técnicas conductuales. También se ha evaluado el
efecto que sobre las tasas de abstinencia tiene incrementar el contacto terapéutico. Se
asignaron al azar 114 fumadores a los siguientes grupos de tratamiento: (1) programa
multicampanente con 10 sesiones (= 25}; (2} programa multicomponente con 5 sesiones
(n = 31); (3) programa multicomponente con 5 sesiones y manual de autoayuda (n =
25); (4) manual de autocayuda (n = 33). Ademas hubo un grupo control {n = 48) que no
recibi¢ ningun tratamiento. Los grupos diferian entre si en la cantidad de contacta
terapéutico. El programa incluia: un depdsito recuperable, autorregistros, infermacion
sobre el tabaco, control de estimulos, retroalimentacion del nivel de mondxido de carbono
(CQ), reduccion gradual de nicotina y estrategias para evitar el sindrome de abstinencia.
La tasa de abstinencia al {inal del tratamiento oscild entre el 36% (grupo sdlo con manual)
y el 88% {grupo con 10 sesiones). A les 12 meses de seguimiento hubo diferencias
estadisticamente significativas entre los grupos, siendo el tratamiento mas efectivo et del
grupac con 5 sesiones y manual, con un 48% de abstinencia.

Palabras clave; tabaco, programa multicomponente, conductual, autoayuda
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1t is well dacumented that currently, most smokers who
quit do so without the assistance of a formal smoking
cessation program {Cohen et al., 1989; Schachter, 1982).
Moreover, the majority of those who wish to abandon the
habit would prefer “do-it-yourself” methods to attending
smoking clinic programs (Fiore et al. 1990, US.D.H.H,,
1988). Therefore, it is very important to develop self-help
methods to enable smokers to quit on their own.

Self-help smoking cessation manuals have therefore
received greater attention- from researchers in the last few
years. These manuals vsually include information about the
risks of smoking, the benefits of quitting, and some concrete
suggestions of how to achieve the goal of quitting (Hallet,
1986). They can be either totally self-administered, as in
Curry, Wagner, and Grothaus (1991), or presented with
minimal therapist contact in order to promote the potential
benefits of personal contact, as in Orleans et al. (1991).
Besides written manuals, in the last few years, more attention
has been paid to various self-help modalities, namely
telephone contact, correspondence courses, video- and
computer-based interactive programs.

There are several potential benefits of self-help methods
that employ written materials. For example, they can be
delivered to a wider audience than group programs and long-
term maintenance of the results of the treatment program can
be improved (Curry, 1993; Glasgow, Schafer, & O’Neill,
1981). This is of crucial importance, given that relapse is the
main problem in the treatment of addictive behaviors. Also,
their cost-effectiveness is much better than formal programs
(Altman, Flora, Fortman, & Farquhar, 1987; Davis, Faust, &
Ordentlich, 1984). Lastly, self-help materials in a clinical
seiting can complement and retnforce the treatment sessions
(Garcia & Becofia, 1993; Glynn, Boyd, & Gruman, 1990),

This method, nevertheless, has the disadvantage of
having lower success rates than treatments involving higher
therapist contact, as is supported by findings that show that
treatment length is associated with superior outcomes in
smoking cessation (e.g., Baille, Mattick, & Webster, 1990;
Brandon, Zetman, & Baker, 1987, Zhu et al., 1996).
However, other research shows that the group format
advantage does not persist over time {e.g., Curry, Marlatt,
Gordon, & Buer, 1988; Omen et al., 1988; Prochaska,
DiClemente, Velicer, & Rossi, 1993). Curry (1993) suggested
that long-term equivalence in the cessation rates of group
and self-help formats resulted from increases over time in
the quit rates of self-help programs, as well as from high
post-treatment relapse rates in group programs.

Despite much research in this field in English-speaking
countries, a properly evaluated, local, self-help manual has
not yet been developed and tested in Spain, although there
are translations (Pomerleau & Pomerleau, 1981) and manuals
written in Spanish that have not yet been tested (Gil Roales-
Nieto & Calero Garcia, 1992).

We examined the effectiveness of a multicomponent
behavioral self-help manual, administered under the

tollowing conditions: (a) minimal therapist contact and (b)
therapist administered, We also evaluated the effects on
quitting rates of increasingly higher amounts of therapist
contact. The techniques in the manual were the same as the
techniques administered in a clinically based multi-session
treatment pragram,.

Method
Participants

One hundred and sixty two participants (78 men and 84
wornen) volunteered to participate in a multi-session program
for smoking cessation. The smokers were recruited by press
and radio advertisements in Santiago de Compostela, Spain.
These offered a free behavioral smoking-cessation treatment,
{asting approximately one month. The participants” mean
age was 32.2 years (SD = 9.5, range 19 to 64). 63.9% of
the participants had received university education, 26.5%
secondary education, and 9.5% ounly primary education.
Average pretreatment cigarette consumption was 26.1 per
day (SD = 11.2), and the self-monitored mean baseline rate,
measured over a ]3-day period, was 18.9 per day (§D =
8.7); 84% of the participants smoked high-nicotine high-tar
brands, 11% mild brands, and 5% light brands.

Admission criteria 1o the program were as follows: (a)
participants were requested to sign a consent form; (b} prior
to treatment, they smoked at least 10 cigarettes per day; (c)
they were requested to pay a deposit of 6.000 pesetas ($453)
if they were currently employed, or 3.000 pesetas ($23)} if
unemployed; and (d) they were requested to attend at least
the first session of the program. The participants also
submitted the names of two informants who were familiar
with their smoking habits. The informants were requested
to give written consent to being contacted for follow-up.

Procedure

Before treatment, each subject completed a brief
questionnaire on demographic and smoking history, general
health, and several scales on smoking pattern, motivation
to quit, and degree of addiction. Their carbon monoxide
levels were also measured. Participants were then randomly
assigned to one of four treatment groups: (1} a 10-session
multicomponent package group, composed of 25 participants
{12 men and 13 women); (2) a 5-session multicomponent
package group, consisting of 31 participants (14 men and
17 women); (3) a 5-session multicomponent package plus
a self-help manual group, made up of 25 participants (9
men and 16 women}; and (4) a self-help manual group,
corposed of 33 participants (15 men and 18 women). The
control group was made up of 48 participants (20 men and
28 women), who attended an information session but did
not receive any treatment session.
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The number of participants was different in cach
treatment group because they were randomly assigned to
the groups after they had attended an information session.
However, some of these individuals did not attend any
treatment session and were therefore not considered part of
the treatment groups.

A psychologist with experience in smoking cessation
{(M.P.G.) applied the treatments. Two graduoate research
students measured expired carbon monoxide,

Treatinent sessions lasted approximaiely one hour, and
the participants were treated in groups of 7 10 16 people.
In Treatment 1, the frequency of the sessions was two per
week for five weeks. Tn Treatments 2 and 3, the frequency
was one per week for five weeks. Treatment 4 involved only
one orientation session. At the end of each session, the
participants were given record sheets to self-monitor their
smoking behavior during the following week.

The 125-page cessation manual, eatitled “Programa para
Dejar de Fumar™ {[Stop Smoking Program]; Becona, 1993),
was designed to lead to complete cessation on the 4th week
of the 5-week program, with an option to quit sooner if the
smoker so desired. The manuval was made up of five units,
each unit designed 1o correspond with one of the five
treatment weeks. The techniques in the manual were the
same as the techniques in the formal treatment, and included
specific cxercises for the smoker to carry out (e.g., listing
reasons for not smoking and for smoking).

Follow-up questionnaires were used to assess smoking
status, strength of urge to smoke, weight changes, environmental
pressures or support for abstinence, and reasons for relapsing.

Trearment

All four treatments had in common the following
compaonents. {a) A motivational contract, i.e., a refundable
guarantec was deposited at the beginning of treatment. (b)
Self-monitoring of smoking behavior was performed during
a pre-treatment baseline period and during treatment; self-
monitoring included plotting daily cigarette consuinption
on a graph. (c) Information on smoking was provided. (d)
Stimulus control was implemented. After the first session,
the participants were supposed to comply with several rules
aimed at reducing tobacco consumption. These included not
smoking the final third of the cigarette, not accepling
cigareties offered by other people, only putting the cigarette
in their mouth for actual inhalation, and taking fewer drags
on each cigarette. In the second and subsequent wecks,
participants were asked not to smoke in a progressively
greater number of situations that act as stimuli-e.g., while
making telephone calls, reading, studying, watching
television, driving, working, having coffec, after breakfast,
or in a bar. The stimuli were specifically established for
each smoker during the buse-line period. (e) Nicotine fading
and cigareue fading: by changing brand two or threge times,
ricoline content was successively reduced by 25, 50, and

759, respectively, of the original level, and this was followed
in subsequent sessions by cigarette fading (Foxx & Brown,
1679). (f} Physiological feedback (expired carbon monoxide).
@) Strategies to prevent relapse and progressive self-control
of smoking behavior were emphasized as being essential
for final success in giviag up smoking.

The distinctive characieristic of the (reatments was the
different amount of therapist contact. Participants in
Treatment 2 were asked to read and complete one of the
five units in the manual corresponding to a certain session
before that particular session, Participants in Treatment 4
were asked to complete one of the five units of the manual
every week and Lo come back for evaluation of their smoking
status after the five weeks.

All participants were asked to abstain from smoking 24
hours hefore the fast treatment day, although they could try
to stop hefore, if they wished to.

Foliow-up procedures and definitions of nonsmoking

Follow-up sessions were carricd our one, two, three, six,
and twelve months after the end of treatment. Each follow-
up meeting lasted approximately 30 minutes. Partictpants
who did nol attend these meetings were sent 4 questionnaire
by mail. The task of the interviewer was simply to collect
data but not to cncourtge participants in their efforts to quit
smoking. Abstinence was corroborated with an EC30 expired
carbon monoxide indicator {Belfont Instruments) with a cut-
point of 8§ ppm. A questionnaire wus also sent to cach
participant’s informant to verify his or her self-reports.

Using the National Heart, Long, and Blood Institute’s
consensus confercnce definitions of prevalent abstinence
{Ossip-Klein, Parker, Bigelow, Curry, & Kirkland, 1986),
end-of-treatment nonsmoking prevalence was defined by
participants’ self-reports {verified by informants) of not
smoking {nol ecven a puff) any cigarettes, pipes, or cigars
within the past 24 hours, and by their CO level being less
than 8 ppm. (n the follow-up sesstong, nonsmoking
prevalence was defined by participants’ sclf-reports (verified
by informants) of not smoking any cigarettes, cigars, or
pipes in the past seven days and their CO expired air (when
available) being less than & ppm.

Participants who could not be reached (or follow-up and
whose informants could not be contacted were classified as
smokers, und were considered to be smoking the same
number of cigarettes they consumed at the baseline,

Results

There were no statistically significant differences among
the number of cigarettes smoked before treatment, baseline
smoking, age, sex, years of smoking, nicotine content of
the brand smoked, previous abstinence (in months), and
number of previous attempts to stop smoking, motivation
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to quit, alcohol and coffee-consumption, self-esteem
measured by the Rosenberg scale (Rosenberg, 1965}, and
smoking self-efficacy {Condiotte & Lichtenstein, 1981)
before treatment. The experimental groups differed in
nicotine dependence, F(3, 113) = 2.9, p < .05, as measured
by the Fagerstrom Tolerance Questionnaire (Fagerstrém,
1978), the 10-session group having the highest score (see
Table 1). Nevertheless, we performed a post hoc Holm

contrast to confirm possible group differences in nicotine
dependence. When several contrasts are carried out
(specifically, we carried out 14), the Holm contrast reveals
whether the significance of the contrasts is real or, on the
contrary, is random (Holland & Copenhaver, 1988). The
resuits of the Holm test did not confirm the existence of
significant group differences in the variable nicotine
dependence.

Table 1
Means and Standard Deviations of Demographic and Smoking-Related Variables, and Analyses of Variance
GROUPS
10-Session 5-Session 5-Session Manual Control F
VARIABLES + Manual Only
n==25 n=73] n=125 n =733 n =48
M= 12 M= 14 M=9 M= IS M =20
W=13 =17 W= 16 W= 18 W =128
Cigarettes/day before treatment M 29.44 25.67 25.04 25.80 5.53 0.99
SD 8.97 7.64 10.23 9.52 9.52
Nicotine content (img) M 2.80 2.80 2.84 2.75 2.87 0.27
SD 0.50 0.47 0.47 0.71 0.44
Age M 32.00 30.93 32.48 35.45 30.87 1.33
SD 8.50 10.47 9.534 10.19 8.81
Years of smoking M 16.64 12.96 13.88 17.00 14.53 1.13
SD 8.07 7.98 8.43 9.72 5.84
Previous quitting attemps M 248 2.32 1.96 2.25 1.40 L.19
SD 291 2.85 2.16 2.61 1.63
Previous abstinence (months) M [.56 3.06 3.80 3.30 3.50 0.58
S0 3.23 5.96 6.48 5.56 7.20
Motivation for guitting smoking M 8.08 7.09 8.60 7.69 7.81 1.88
SD 1.86 234 111 2.17 2.40
Beer per day {N° of glasses) M 1.16 0.41 0.28 0.27 0.27 2,17
SD 2.37 1.38 0.73 0.73 0.76
Wine per day (N° of glasses) M 0.64 0.09 0.52 0.39 0.88 0.23
SD 1.22 0.30 1.08 1.27 2.08
Spirits per day (N° of glasses) M 0.04 0.06 0.04 0.06 0.11 0.97
SD 0.20 0.35 0.20 0.24 0.43
Coffee per day (N° of cups) M 2.44 2,12 2.52 2.39 310 0.07
Sp 2.39 1.92 2.00 1.86 2.58
Nicotine dependence M 3.08 7.25 6.80 6.84 7.00 2.50*
Sp 1.80 1.63 L.60 2.00 1.53
Self-esteem M 25.00 24.25 24.80 22.90 2325 1.76
SD 2.69 387 4.50 4.14 4.35
Smoking seif-efficacy M 215.00 186.90 198.04 227.30 212.00 1.49
SD 60.06 56.84 103.57 95.13 65.08

Nore. M and W beneath the n of the various groups stand for Men and Women, respectively.

p < 03,
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Nonsmoking prevalence

At the end of the treatment, the abstinence rates were
as follows: 68% in the 10-session group; 58% in the 5-
session group; 60% in the 5-session plus manual group, and
36.3% in the manual group (see Table 2). At the 6-month
tollow-up, the abstinence rates were 24, 38.7, 44, and 15.1%,
respectively. At the 12-month follow-up, abstinence rates
were 16, 38.7, 48, and 15.1%, respectively. The control
group had a 0% abstinence rate at the end of the treatment
and 2% at the 6 and 12-month follow-ups. Confirmation
rates between self-reports and biochemical tests ranged
between 97 and 100%.

A chi-square test of the four experimental groups showed
significant differences at the 12-month follow-up, x2(3, ¥
= 114) = 10.93, p < .05. At the 6-month follow-up, there
was a significant difference between the 5-session group
and the manual-only group, x*(1, N = 64) = 4.54, p < .05,
and between the manual-only group and the 5-session plus-
manual group, x3(1, N = 38) = 5.92, p < .05, with the
manual-only group showing the lowest abstinence rate in
bath cases. At the 12-month follow-up, these significant

differences were found between the same groups, x;’(l, N
= 64) = 4.54, p < .05, and ¥*(1, N = 58) = 7.40, p < .05,
respectively, and also, the 10-scssion group showed a
significantly lower abstinence rate than the 5-session plus
manual groups, )(2(1, N = 50) =588, p < .05.

A chi-square test showed significant differences when
comparing contrel and experimental groups at the 6-month
follow-up, ¥2(4, N = 162) = 24 07, p< 0001, and at the 12-
month Tollow-up, ¥2(4, N = 162) = 27.87, p < .0001.

Regarding sex, no stalistically significant inter- or within-
group differences were found.

Reduction in momber and nicotine content of
cigarettes smoked

Regardless of type of treatment, the number of cigarettes
smoked by nonabstinent participants fell considerably after
treatment (sec Table 3). Nonetheless, as can be seen in Table
4, high individual variability was observed regarding the
number of cigarettes smoked by nonabstinent participants
in each follow-up.

Table 2
Abstinence Rates in Percentages
Time
Group
End of Treatment 1 Month 2 Months 3 Months 6 Months 12 Months
10-Session (n = 23) 68.0 44.0 320 320 24.0 16.0
3-Session (n = 31) 58.0 45,1 48.3 387 38.7 38.7
5-Session + Manual (n — 25) 60.0 52.0 60.0 52.0 44.0 48.0
Manual {(n = 33) 363 36.3 36.3 36.3 15.1 15.1
Control {n = 48) 0.0 2.0 2.0
Table 3
Number (Means and Standard Deviationy) of Cigarettes Smoked by Treatment Groups at Various Times
Time
Group Follow-up {months)
Before Treatment Baseline End of Treatment i 2 3 6 12

10-Session
(n=25) M 294 194 26 57 9.6 12.1 15.9 [7.1

SD 8.9 6.8 4.6 7.2 8.2 10.9 13.2 11.9
5-Session
{(n=31) M 25.6 17.7 . 6.6 7.4 8.5 1.7 12.7

sD 7.6 8.7 5.7 8.4 8.3 8.1 il1.1 13.1
5-Session+Manual
(n=25) M 25.0 197 4.3 5.5 5.1 7.8 10.6 9.6

SD 10.2 99 7.5 7.5 71 8.8 11.4 10.9
Manual Only
(n =233 M 25.8 19.3 9.6 [5.0 15.2 15.2 18.} 18.2

SD 9.5 94 8.1 12,8 12.8 12.8 12.5 124
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A repeated measures analysis of variance of Group x
Time Elapsed showed that the number of cigarettes smoked
was influenced by type of treatment, F(3, 110) = 3.62, p
< 01, and time elapsed, F(7, 770) = 112.03, p < .001,
and by the interaction of Group x Time Elapsed, F(21,
770) = 3.04, p < .001. An analysis of variance among the
four treatment groups showed significant differences at the
end of treatment, F(3, 110) = 541, p < .01, and at the 12-
month follow-up, F(3, 110) = 2.95, p < .05. By the end
of treatment, participants in the ]0-session group were
smoking the least number of cigarettes of all the groups,
but post hoc Scheffé and Bonferroni tests showed
significant differences only between the 10-session and
the manual-only groups at this time. At the 12-month
follow-up, the 5-session pius manual group showed the
lowest cigarette consumption, although the differences
were not significant.

There was a marked reduction in the nicotine content
of the cigarettes smoked by the participants who had
undergone the smoking cessation program: before treatment,
84% (n = 95) of the participants smoked high-nicotine
brands, 11% (n = 13) smoked mild brands, and only 5% (n
= 6} smoked light-nicotine brands. At the 12-month follow-
up, 29% {(n = 33) were still smoking high-content brands,
21% (n = 24) were smoking mild brands, and 50% (n = 57)
were smoking light brands,

Discussion

As expected, by the end of the treatment, the groups
receiving treatment under therapist-administered conditions
had achieved a higher abstinence rate than the minimal
contact group (68, 38, and 60%, respectively, vs. 30%).
The treatment promoting the most enduring abstinence

Table 4

(48% at the 12-month follow-up) was the 5-sesston plus
manual, the other treaiments achieving rates from 15 to
39% at that time. The 5-session plus manual group also
reported the lowest number of cigarettes consumed at the
12-month follow-up, although there were no significant
differences among the groups. These results are in keeping
with other reports {Becofia & Garefa, 1993; Becofia, Garcia,
& Gomez-Durdn, 1992; Decker & Evans, 1991; Glasgow
et al., 1981). The results achieved in the minimal contact
condition were similar to those reported in a review of
studies with self-help malterials, where the average
abstinence rate was 12.6% at the 12-month follow-up
{Garcia & Becoidia, 1994).

The group receiving higher therapist contact achieved
the worst results at the [12-month follow-up, which is not
in accordance with findings that show that treatment length
is associated with superior outcomes. This group also had
higher post-treatment relapse rate, as predicted in Curry
{1993} and reported by other authors (e.g., Curry, McBride,
Grothaus, Lovie, & Wagner, 1995; Prochaska et al., 1993;
Zhu et al,, 1996). A possible explanation is that the
participants might have come to rely on the sessions too
much and were therefore not able to maintain their
abstinence after the sessions ended.

Confirmation rates between seif-reports and
biochemical tests are also similar to other studies, where
the average rates were 93%, ranging from 84% to 100%.
This brings us to the unsolved issue of whether or not
biochemical testing is necessary at all (Lichtenstein &
Glasgow, 1992),

We wish to point out some variables that could have
influenced the research results in this paper as well as the
manner in which these variables were taken into account. For
example, as part of our admisston criteria, we stated that
participants should be smoking at least 10 cigarettes per day,

Cigarette Consumption Before Treatment, at the End of Treatment (After), and in the 6 and 12 Month Follow-up Sessions

GROUPS

10-Sessions (n = 25)

3-Session {n - 31)

3-Session + Manual {n = 25) Manual (n = 33)

Number of Number of participants who smoked ~ Number of participants who smoked  Number of participants who smoked — Number of participants who smoked
Cigarettes at various stages of the intervention:  at varicus stages of the intervention:  al various stages of the intetvention:  at various stages of the intervention:
Smoked Before  After  6-m 12-m  Before After 6w 122-m  Before  Afer  6-m 2-m  Before After 6m  12m
0 0 17 6 4 0 18 12 12 0 15 11 12 0 2 5 5
1-5 0 4 0 1 0 1 0 2 0 3 0 0 0 1 2 2
6-10 0 1 2 t 1 7 3 2 0 4 4 3 1 6 3 3
IT-15 [ 2 5 7 2 5 4 4 3 I 1 4 3 7 2 2
16 - 20 6 I 6 6 6 0 7 3 1o 1 5 5 9 5 8 8
21 -39 11 0 5 4 16 0 4 5 5 i 3 4 12 2 9 9
> 31 8 0 1 2 6 0 ! 3 7 0] 1 0 i 0 4 4
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yet the relationship between number of cigarettes consumed
prior to treatment and consumption at post-treatment and
follow-ups is well established (Garcfa & Becoifia, 1997;
Glasgow, Klesges, Klesges, & Somes, 1988; Ockene,
Himowitz, & Shaten, 1991). The method of recruitment used
could also have influenced our abstinence rales. All
participants came to the program in response to advertisements
in the mass media offering a multi-session smoking cessation
program. The expectations of participants in the minimal
contact group were therefore not fulfilled, because they
received only a manual instead of a treatment program
consisting of group sessions. However, some authors believe
that to evaluate self-help methods properly, participants should
not be given the opportunity to choose their method of
treatment (Curry, 1993, Sallis et al., 1986). In spite of that,
the majority of studies to date have evaluated self-help
interventions with volunteer smokers, and recent data suggest
that these volunteers may not be the best candidates for
minimal interventions {Curry, 1993). To partially overcome
the ethical problem of providing self-help treatment to people
that had volunteered for a multi-session treatment, the simokers
in the current study were given the opportunity to participate
in a formal program if they had not achieved abstinence by
the time of the last follow-up. It would be interesting in future
research to compare a procedure in which participants could
select the amount of therapeutic contact, with a procedurc
such as the one reported in this paper, where they received
minimal contact without expecting it.

An important drawback of the study s that only one
therapist administercd all the treatments and this may have
influenced the results, making possible Therapist x Treatment
Interaction, although the therapist did not know the original
aims of the study.

With regard to the usage of the manual in the sessions,
the 5-session plus manual group achieved the best abstinence
rate at the 12-month follow-up, as seen in the tendency
observed by visual examination of the data. Moreover, the
relapse rate was only 20%, the lowest amongst the groups,
Furthermore, the abstinence rates improved between the 1%
and 2™ months after the treatment, and between the 6™ and
12" months. Although these results did not show statistically
significant differences, the fact that the 5-session plus manual
group performed better in every follow-up than the 5-session
group (without manual), in terms of abstinence rate, cigarette
consumption, and relapse rate, seems to support the view
that self-help written materials can build a bridge between
the treatment sessions and the individual’s everyday life.
They may also suggest that the manual can assist those who
have not stopped smoking, or those who have relapsed after
treatment, by being available for rercading (Garcia &
Becoiia, 1993).

In our research, we have achicved the three levels of
validation that a manual requires, as recommended by
Glasgow and Rosen (1979): (a) The manual is based on
procedures that have been shown to be among the most

cffective freatments in smoking cessation {Lichlenstein &
Glasgow, 1992; Schwartz, 1987). (b} The manual is based
on a therapist-directed program that has been developed and
used over the past sixteen years, and has been shown to
produce very good results in the Department of Clinical
Psychology and Psychobiology in Santiago de Compostela,
Spain (Becoiia et al., 1992). {¢) The manual has been
evaluated under the conditions of intended usage, achieving
an abstinence rate of 15% at the 12-month follow-up, which
15 in keeping with results from other studies where the
experimental conditions were similar (Decker & Evans,
1991; Glasgow et al., 1981).

The advantages of using self-help treatments - for
example, they make 1t possible to treat individuals who live
far from the therapist’s office or who cannot come in for
frequent visits - make developing their use a desirable goal.
Moreover, despite the failure of self-administered conditions
to lead to superior long-term treatment effects, such
interventions could have an important public health impact
if self-help materials are disseminated appropriately. The
results of the present study suggest that manuals are also
useful as supplementary maintenance procedures in therapist-
directed programs. Moreover, one might begin with a self-
administered program that presents straightforward strategies,
to be followed, if necessary, by a muiticomponent behavior
program, administered by a therapist.

This research has established an infrastructure in Spain
(or self-help materials to quit smoking. The research wilf
continue to extend the program delivery modes by making
cessation materials available (o important role-model
communilies, such as health staff in hospitals, and also by
using strategies Lo accompany the self-help manual, such
as personalized counselor calls, to improve success rates.
We are also trying Lo incrcase our knowledge of how
smokers successfully use these interventions. Future research
should be aimed at evaluating the manual in other Spanish-
speaking communities.
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