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Abstract

Objective—To compare the efficacy of Mindfulness-Based Addiction Treatment (MBAT) to a
Cognitive Behavioral Treatment (CBT) that matched MBAT on treatment contact time, and a
Usual Care (UC) condition that comprised brief individual counseling.

Method—~Participants (N=412) were 48.2% African-American, 41.5% non-Latino White, 5.4%
Latino and 4.9% other, and 57.6% reported a total annual household income < $30,000. The
majority of participants were female (54.9%). Mean cigarettes per day was 19.9 (SD= 10.1).
Following the baseline visit, participants were randomized to UC (7= 103), CBT (7= 155), or
MBAT (n=154). All participants were given self-help materials and nicotine patch therapy. CBT
and MBAT groups received eight two-hour in person group counseling sessions. UC participants

Corresponding Author: Jennifer Irvin Vidrine, Stephenson Cancer Center and Department of Family and Preventive Medicine, The
University of Oklahoma Health Sciences Center, 655 Research Parkway, Suite 400, Office #454, Oklahoma City, OK 73104; Phone:
405-271-4004; Fax: 405-271-2808; Jennifer-Vidrine@ouhsc.edu.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Vidrine et al.

Page 2

received four brief individual counseling sessions. Biochemically verified smoking abstinence was
assessed 4 and 26 weeks after the quit date.

Results—Logistic random effects model analyses over time indicated no overall significant
treatment effects, (completers only: AH2,236) = 0.29, p=.749; intent-to-treat: A/2,401) = 0.9, p=.
407). Among participants classified as smoking at the last treatment session, analyses examining
the recovery of abstinence revealed a significant overall treatment effect, F(2,103)=4.41, p=.015
(MBAT vs. CBT: OR=4.94, 95% CI: 1.47 to 16.59, p=.010, Effect Size =.88; MBAT vs. UC:

OR=4.18,

95% CI: 1.04 to 16.75, p=.043, Effect Size =.79).

Conclusions—Although there were no overall significant effects of treatment on abstinence,
MBAT may be more effective than CBT or UC in promoting recovery from lapses.
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Definition

The prevalence of smoking in the US, although declining, remains high at 17.8% (Jamal et
al., 2014). Most smokers want to quit, and nearly half of all smokers attempt to quit each
year (CDC, 2009), but only about 5% of all smokers successfully quit each year (Cohen et
al., 1989). These low quit rates are not surprising given that cessation is associated with
increased levels of negative affect and stress that can persist for months, as assessed by both
self-report and asymmetries in brain activity (Gilbert et al., 2002; Piasecki, Fiore, & Baker,
1998). This phenomenon is further complicated by a plethora of evidence indicating that
stress, negative affect, and depression strongly predict and are setting events for relapse
(Baker, Brandon, & Chassin, 2004; Borrelli, Bock, King, Pinto, & Marcus, 1996; Brandon,
1994; Correa-Fernandez et al., 2012; Glassman et al., 1990; Niaura et al., 1999; Shiffman,
2005; Welsch et al., 1999). Thus, an important goal for intervention development research is
to carefully target these aversive emotional consequences of quitting smoking in an effort to
enhance cessation rates and ultimately prevent relapse. One factor found to be broadly and
consistently linked with enhanced emotional regulation is mindfulness, and mindfulness-
based treatments may be particularly well-suited for treating nicotine dependence and other
substance use disorders.

of Mindfulness

Mindfulness has been defined as “paying attention in a particular way: on purpose, in the
present moment, and nonjudgmentally” (Kabat-Zinn, 1994) and as “bringing one's complete
attention to the present experience on a moment-to-moment basis” (Marlatt & Kristeller,
1999). All approaches that include mindfulness note that it should be practiced
nonjudgmentally, meaning that to the extent possible, phenomena entering awareness should
not be labeled as true or false, good or bad, etc. (Kabat-Zinn, 1994; Linehan, 1994; Segal,
Teasdale, Williams, & Gemar, 2002). A key characteristic of mindfulness is that by simply
noticing emotions, cognitions, perceptions, and sensations in a nonjudgmental manner,
individuals learn over time that these phenomena are transient and do not demand impulsive
action (Heppner, Adams, Vidrine, & Wetter, In press). Thus, flexible, adaptive responding is
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fostered when awareness is brought to the present moment (Roemer & Orsillo, 2003;
Teasdale, 1997).

Evidence Broadly Supporting Mindfulness-Based Treatments

The two most prominent explicitly mindfulness-based treatments are Mindfulness-Based
Stress Reduction (MBSR; Kabat-Zinn, 1990) and Mindfulness-Based Cognitive Therapy
(MBCT; Segal, Vincent, & Levitt, 2002). MBSR was initially targeted at stress and pain-
related disorders, and MBCT was developed to treat chronic or recurrent depressive
disorders. Both of these approaches use meditation as the principal means of teaching
mindfulness. Numerous meta-analyses have concluded that mindfulness-based treatments
are effective across a wide range of conditions and disorders (e.g., stress, pain, anxiety-
related disorders, eating disorders, depressive relapse, psychological and physiological
outcomes for individuals with vascular disease, multiple sclerosis, fiboromyalgia,
somatization and mental health disorders; Abbott et al., 2014; Aucoin, Lalonde-Parsi, &
Cooley, 2014; Baer, 2003; Godfrey, Gallo, & Afari, 2014; Hatchard, Lepage, Hutton,
Skidmore, & Poulin, 2014; Kabat-Zinn, 1982; Kabat-Zinn, Lipworth, Burncy, & Sellers,
1987; Kabat-Zinn, Lipworth, & Burney, 1985; Khoury, Lecomte, Fortin, et al., 2013;
Khoury, Lecomte, Gaudiano, & Paquin, 2013; Kim et al., 2013; Kristeller & Hallett, 1999;
Lakhan & Schofield, 2013; Lauche, Cramer, Dobos, Langhorst, & Schmidt, 2013; Speca,
Carlson, Goodey, & Angen, 2000). In addition, multiple reviews of the meditation literature
have concluded that MBSR and meditation were effective not only across numerous
disorders and populations, but that in many cases, MBSR was effective when the individual
treatment groups themselves were heterogeneous with respect to the condition/disorder
being treated (Baer, 2003; Chiesa & Serretti, 2009, 2011, 2014; Hofmann, Sawyer, Witt, &
Oh, 2010). Importantly, mindfulness-based treatments lead to improvements in both anxious
and depressive mood states (Goyal et al., 2014), and mindfulness/metacognitive awareness
appears to a key mechanism of action. Furthermore, MBCT has demonstrated strong
efficacy in preventing relapse to depression compared to alternative approaches (Brown &
Ryan, 2003; Teasdale et al., 2002).

There is a rapidly growing body of published studies that have evaluated the efficacy of
mindfulness-based treatments for nicotine dependence and other substance use disorders.
Outcomes evaluated have included tobacco and other substance use (Bowen et al., 2009;
Bowen & Marlatt, 2009; Brewer et al., 2011; Brewer et al., 2009; Davis, Fleming, Bonus, &
Baker, 2007; Davis, Goldberg, et al., 2014), psychological distress, craving, mindfulness
(Davis et al., 2007; Davis, Manley, Goldberg, Smith, & Jorenby, 2014), and treatment
dropout (Marcus et al., 2007). Although these studies have generally been small with varied
outcomes, the results have been promising.

To date, at least six studies have evaluated the efficacy of mindfulness-based treatments for
nicotine dependence. Four of the studies (Bowen & Marlatt, 2009; Brewer et al., 2011;
Davis, Manley, et al., 2014; Davis et al., 2013) found that the mindfulness-based
intervention evaluated produced significantly higher smoking abstinence rates than the
control treatment. The study conducted by Brewer and colleagues (2011) compared a
Mindfulness Training (MT) intervention for smoking cessation to the American Lung
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Association's Freedom From Smoking (FFS) treatment (N=88). Both interventions were
delivered in a group format over a 4-week period, twice per week. Smoking abstinence was
assessed at the end of treatment and 13 weeks following the end of treatment. MT
participants had slightly (although not significantly) higher abstinence rates at the end of
treatment (i.e., 36% vs. 15%, p=.06), and significantly higher abstinence rates 13 weeks
following the end of treatment (i.e., 31% vs. 6%, p=.01). One of these studies found that
although mindfulness-based treatment was not associated with significantly higher
abstinence rates compared to standard treatment (25.0% vs. 17.9%), mindfulness-based
treatment participants reported significantly greater decreases in smoking urges, perceived
stress, and experiential avoidance, and significantly greater increases in mindfulness (Davis,
Manley, et al., 2014). The remaining study was very small (n=18) and uncontrolled, but
found that an 8-week group mindfulness-based intervention yielded a 7-day biochemically
confirmed point prevalence abstinence rate of 56% at six weeks following the quit date
(Davis et al., 2007). Results further indicated that compliance with mindfulness meditation
was positively associated with decreases in stress and affective distress. In addition,
compliance with mindfulness meditation was also positively associated with smoking
abstinence.

At least three studies have evaluated the efficacy of mindfulness-based treatments for other
substance use. Two of these studies found that the mindfulness-based treatments evaluated
were associated with significantly lower rates of substance use (Bowen et al., 2009; Bowen
et al., 2014), whereas the other study found no differences in substance use outcomes
between a mindfulness-based treatment and a standard CBT-based control condition (Brewer
et al., 2009). In addition, the Bowen and colleagues study described above (2009) found that
mindfulness-based treatment was associated with significantly greater increases in
acceptance and acting with awareness, and significantly greater decreases in craving.

Mindfulness-Based Addiction Treatment (MBAT)

Given that many smokers have a history of failed quit attempts, high levels of nicotine
dependence, and/or other comorbidities (Irvin & Brandon, 2000), there is a critical need for
new behavioral treatments. Mindfulness-based treatments may add an innovative and
important intervention option to the clinical end of the treatment continuum for nicotine
dependence. Mindfulness-based treatments may be particularly appropriate given the
efficacy of mindfulness-based interventions in reducing emotional distress across
exceedingly diverse conditions and populations, and evidence that greater trait mindfulness
is associated with higher smoking cessation rates, greater ability to recover from a smoking
lapse, and a plethora of beneficial factors (Heppner et al., In press; Heppner et al., In press.;
Vidrine et al., 2009; Waters et al., 2009). Furthermore, mindfulness researchers have noted
that future rigorous tests of mindfulness-based interventions should include adequate control
groups and sufficient power (Baer, 2003; Dimidjian & Linehan, 2003; Roemer & Orsillo,
2003; Teasdale, Segal, & Williams, 1995).

The current study was specifically designed to be responsive to these issues and to build
upon the foundation of the studies described above, as well as other previous studies. To the
best of our knowledge, the current study is the largest randomized clinical trial to evaluate a
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mindfulness-based treatment for nicotine dependence or other substance use disorder. This
trial was adequately powered to support a rigorous evaluation of the efficacy of
Mindfulness-Based Addiction Treatment (MBAT) compared to two control conditions, a
Cogpnitive Behavioral Treatment (CBT) condition that matched MBAT on treatment contact
time (i.e., number and length of counseling sessions) and a Usual Care (UC) condition
comprised of brief individual counseling sessions based on the Treating Tobacco Use and
Dependence Clinical Practice Guideline (Fiore et al., 2008). Although CBT and MBAT were
matched on treatment contact time, MBAT included homework assignments whereas CBT
did not include such assignments. Given our prior research suggesting that trait mindfulness
is associated with significantly higher rates of abstinence and recovery of abstinence
following a lapse (Heppner et al., In press.), we hypothesized that individuals randomized to
MB AT (versus CBT or UC) would be more likely to achieve abstinence and to recover
abstinence following a smoking lapse.

Method

Participants

Participants were recruited from the Houston metropolitan area via local print media.
Inclusion criteria included: =18 years of age, current smoker with an average of at least 5
cigarettes per day for the past year, motivated to quit smoking within the next 30 days, had a
viable home address and phone number, able to read and write in English, an expired air CO
level of = 8 ppm, and provided collateral contact information. Exclusion criteria included:
contraindication for nicotine patch use, regular use of tobacco products other than cigarettes,
use of bupropion or nicotine replacement products other than the study patches, pregnancy
or lactation, another household member enrolled in the study, active substance dependence,
current psychiatric disorder or use of psychotropic medications, and participation in a
smoking cessation treatment program in the previous 90 days. Study advertisements asked if
individuals wanted help with quitting smoking, indicated that counseling and nicotine
patches would be provided, and stated that participants would be compensated for their time.
All data were collected between January 2007 and February 2010. The study was approved
by the institutional review board of The University of Texas MD Anderson Cancer Center
and informed consent was obtained from all participants.

Procedures

Following the baseline visit, participants were randomized into UC (n=103), CBT (n=
155), or MB AT (n7=154) using a form of adaptive randomization called minimization.
Randomization was based on age, education, race/ethnicity, depression history, and
cigarettes per day. Participants and research personnel were not blinded to treatment
condition following randomization. Fewer participants were randomized to UC (vs. MBAT
and CBT) because we expected that there would be a larger difference in abstinence between
MBAT and UC than between MBAT and CBT, and a power analysis revealed that a smaller
sample size in the UC group yielded sufficient power. Participant flow through the study is
detailed in Figure 1. All groups were given self-help materials and nicotine patch therapy.
Patch therapy for participants who smoked >10 cigarettes per day consisted of 4 weeks of 21
mg patches, 1 week of 14 mg patches, and 1 week of 7 mg patches. Patch therapy for
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participants who smoked 5 to10 cigarettes per day consisted of 4 weeks of 14 mg patches
and 2 weeks of 7 mg patches. Self-help materials consisted of the consumer products
developed for the 2008 update of the Treating Tobacco Use and Dependence Clinical
Practice Guideline (Fiore et al., 2008). The CBT and MBAT groups received eight two-hour
in person group counseling sessions. UC participants received four 5- to-10 minute
Guideline-based individual counseling sessions (Fiore et al., 2008).

MBAT Intervention

MBCT represents an adaptation of MBSR that includes techniques from cognitive
behavioral therapy. Because MBAT integrates MBSR with a cognitive behavioral/relapse
prevention theory based approach to smoking cessation, MBAT is closely modeled on
MBCT. The rationale and session-by-session instructions for MBCT have been published by
Segal and colleagues (2002; Segal, Williams, & Teasdale, 2002). MBAT closely follows the
MBCT treatment procedures, but replaces the depression-related material with nicotine
dependence-related material. MBAT utilizes the same structure, within and across sessions,
as does MBCT.

The core aims of MBAT are derived from MBCT. Those aims are to help individuals: 1)
become more aware of thoughts, feelings, and sensations from moment to moment, 2)
develop a different way of relating to thoughts, feelings, and sensations, and 3) increase the
ability to disengage attention and choose skillful responses to any thoughts, feelings, or
situations that arise. Therefore, sessions 1-4 of MBAT concentrated on learning how to
direct and focus attention. Participants were taught to become aware of how little attention is
usually paid to what they are doing in their daily life (i.e., how much of their daily lives are
spent on “automatic pilot”). In addition, they were taught to become aware of how rapidly
the mind shifts between topics. Next, they learned how to not only notice that the mind is
wandering, but to bring it back to a single focus on the breath. Furthermore, participants
learned how a wandering mind can increase negative thoughts and feelings. For example,
fantasies about smoking can lead to feelings of anger about being deprived of cigarettes.
Engaging in these thoughts can easily escalate craving such that it becomes more difficult to
enact a purposeful, adaptive response. By bringing attention back to the present moment
however, one can disengage from this cascade of thoughts and deal with the situation much
more flexibly. For example, one could note that the craving is a sensation or mental event (as
opposed to an imperative) and simply notice the sensations nonjudgmentally until they pass,
choose to engage in a coping behavior, or bring one's attention back to the breath, which is
designed to refocus attention on the present moment.

It is important to note that MBAT is also similar to MBRP in many respects (Bowen et al.,
2009; e.g., teaching mindfulness-based strategies for coping with cravings), but differs in
key ways. First, MBRP has been evaluated primarily as an aftercare program, whereas
MBAT is intended to serve as a primary treatment approach. Second, MBRP opens with at
least 20 minutes of meditation, whereas MBAT incorporates meditation practice later within
each treatment session. We created a manual of the MBAT program for use in this trial
(Wetter et al., 2007), with content that paralleled that of CBT (described below) in addition
to the mindfulness-based techniques.
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The scheduled quit day was on session 5 for participants randomized to MBAT. Sessions 5-8
focused on continuing to develop awareness of the present moment, along with an expansion
of techniques for dealing with problematic thoughts, feelings, and situations. To provide an
example, one technique is a “breathing space.” A breathing space involves three steps: 1)
bringing attention into the present moment and becoming aware of one's current experience
(thoughts, feelings, and bodily sensations), 2) gathering one's full attention so that it can be
redirected to breathing and using the breath as a tool to anchor oneself in the present
moment, 3) followed by expanding the field of awareness around breathing to the entire
body. The breathing space occupies a central role in both MBCT and MBAT, can be used in
virtually any situation, and is a technique for stepping out of automatic pilot by bringing
attention to the present moment. Importantly, the breathing space is a method of generalizing
the practice of mindfulness that is developed with formal meditation practices to one's daily
life. Participants were taught that they can utilize a breathing space whenever they become
aware of urges, stressful situations, or other problematic phenomena.

Cognitive Behavioral Treatment (CBT)

CBT utilized a fairly standard problem-solving/coping skills training approach based on
relapse prevention theory (Marlatt & Gordon, 1985) and the Guideline (Fiore et al., 2008).
The treatment is manualized and the manual provides a detailed overview of each session
including time estimates for each activity and notes to the therapist highlighting potential
participant issues and possible responses/probes. All activities are geared toward promoting
smoking cessation and the maintenance of abstinence. Each session has specific objectives,
and each activity coincides with a minimum of at least one objective. Salient issues covered
include nicotine replacement therapy, commitment to abstinence, social/peer pressure, health
issues, motivation to change, commitment to change, and coping with stress. Major topics
covered in the eight group sessions included: 1) planning to quit smoking; smoking patterns;
tools to quit; 2) nicotine addiction; using the nicotine patch; health impact of smoking;
triggers; 3) adjusting the stop smoking plan; 4) stress management tools; 5) nutrition and
exercise; 6) coping skills; 7) social factors influencing smoking; costs/benefits of quitting;
and 8) tapering off the patch; maintaining abstinence; and review of skills from the program.
The scheduled quit day was on session 5 for participants randomized to CBT in order to
match MBAT.

We chose CBT as our control condition because it is an empirically supported and
recommended treatment for smoking cessation (Fiore et al., 2000; Fiore et al., 2008).
Treatment contact time and assessments were identical in CBT and MBAT, and therapists
were completely crossed with treatment group (i.e., CBT and MBAT groups differed only
with respect to counseling content). This study design was intended to allow us to carefully
delineate MBAT mechanisms and effects from the effects of an empirically supported
cessation treatment that was matched on treatment delivery modality (i.e., group), clinical
contact (i.e., number of sessions and duration of each session), and therapists.

Usual Care (UC) Intervention

UC participants received four 5-to-10 minute individual counseling sessions based on the
Guideline (Fiore et al., 2008). UC was intended to be equivalent to the intervention a smoker
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might receive when asking a health care provider for help. The content of the sessions
emphasized problem-solving and coping skills training. The scheduled quit day was on
session three for participants randomized to UC.

Treatment Delivery and Integrity

Measures

The CBT and MBAT groups were led by two masters-level therapists, both of whom were
skilled in delivering MBSR and one of whom held a certification in MBSR awarded by the
University of Massachusetts Medical Center. Both therapists had extensive personal
mindfulness practices and completed approximately 15 hours of training on the components
of treatment related to smoking cessation. All groups were led individually by a single
therapist. To ensure that any potential treatment group differences would not be attributable
to therapist effects, UC was also delivered by the same two therapists that delivered MBAT
and CBT. Therapists were completely crossed with treatments such that each counselor
delivered equal numbers of MBAT and CBT groups. Therefore, therapist effects were not
controlled for in the analyses.

Overall, 37.7% of participants in MBAT completed all 8 group counseling sessions, 53.2%
completed between 4 and 7 sessions, and 9.1% completed between 1 and 3 sessions. In CBT,
34.8% of participants completed all 8 group counseling sessions, 52.9% completed between
4 and 7 sessions, and 12.3% completed between 1 and 3 sessions. Of those in UC, 53.4%
completed all four in-person individual counseling sessions, 30.1% completed 3 of the
sessions, and 16.5% completed 1 or 2 sessions.

All questionnaires were administered and completed via computer. The measures and
variables examined are described below.

Demographics—Demographic variables collected at baseline included age, gender, race/
ethnicity, partner status, total annual household income, and educational level.

Nicotine Dependence was assessed at baseline using the Heaviness of Smoking Index (HSI)
(Kozlowski, Porter, Orleans, Pope, & Heatherton, 1994). The HSI comprises the two items
from the Fagerstrom Test for Nicotine Dependence (FTND) that most strongly predict
smoking relapse, cigarettes per day (CPD) and minutes to the first cigarette after waking.
Given that the HSI comprises only two items, and has demonstrated psychometric
equivalence to the FTND in multiple studies (Borland, Yong, O'Connor, Hyland, &
Thompson, 2010; Chabrol, Niezborala, Chastan, & de Leon, 2005; Hymowitz et al., 1997;
Kozlowski et al., 1994; Schnoll, Goren, Annunziata, & Suaya, 2013), it was chosen to
reduce participant burden.

Mindfulness technique practice during treatment—Among participants randomized
to the MBAT condition, their practice of mindfulness techniques was assessed weekly during
the course of treatment. Participants were asked to report 1) the average humber of days
spent engaging in any of the mindfulness techniques learned during the MBAT treatment
during the previous week, and 2) the average number of days spent during the previous week
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engaging in specific mindfulness techniques taught during treatment (i.e., sitting meditation,
body scan, walking meditation, yoga, and awareness of the breath). This measure was
administered at 7 time points (i.e., weeks 2, 3, 4, 5, 6, 7 and 8), and self-reported days spent
practicing were averaged across the weeks to generate composite variables that reflected
average days per week spent practicing mindfulness techniques in general as well as for each
of the specific mindfulness techniques.

Smoking Abstinence—Seven-day point prevalence abstinence from smoking was
assessed at two time points, 4 weeks following the quit day and 26 weeks following the quit
day. Because participants were expected to be using the nicotine patch at the assessment that
occurred 4 weeks following the quit day, self-reported abstinence was biochemically
confirmed using a CO level < 6 ppm. We elected to use a CO cutoff of < 6 ppm rather than a
cutoff of < 10 ppm because some research has indicated that a cutoff of < 10 ppm may be
too high, and may ultimately result in the misclassification of a proportion of smokers as
nonsmokers (Javors, Hatch, & Lamb, 2005). It is important to note that we analyzed our data
using both cutoff points, and no statistically significant differences in outcomes were
observed. Specifically, at the 4-week assessment, point-prevalence abstinence was defined as
self-report of complete abstinence from smoking for the previous 7 days and an expired CO
level < 6 ppm. Continuous abstinence was defined as self-report of complete abstinence
from smoking since the quit day, and an expired CO level < 6 ppm.

At the 26-week assessment, point-prevalence abstinence was defined as self-report of
complete abstinence from smoking for the previous 7 days and CO level < 6 ppm.
Continuous abstinence was defined as self-report of complete abstinence from smoking
since the quit day, and a CO level < 6 ppm. However, those participants who did not attend
the in-person 26-week assessment visit were asked to provide a saliva cotinine sample via
mail. For those participants who provided a saliva sample (n=29), a saliva cotinine level
cutoff of < 20 ng/ml was utilized to biochemically confirm self-reported abstinence from
smoking. Of the participants at the 26-week assessment who self-reported abstinence and
lacked CO data, none reported use of any nicotine replacement products. Therefore, saliva
cotinine levels should not have been affected by therapeutic nicotine use. This collection
method has been validated in prior research (McBride et al., 1999).

Lapse Recovery—Recovery from a lapse was assessed by examining biochemically
confirmed (CO<6ppm), 7-day point prevalence abstinence rates at 26 weeks post quit day
among participants who were classified as smoking at the end of treatment.

Data Analysis

Chi-square tests and one-way ANOVA tests were used to evaluate differences between
MBAT, CBT, and UC at baseline on demographics, smoking rate, and levels of trait
mindfulness. Biochemically-confirmed 7-day point prevalence and continuous abstinence
assessments were conducted 4 weeks and 26 weeks post quit day. Logistic random effects
modeling examined 7-day point prevalence abstinence over time (i.e., at 4 and 26 weeks post
quit day) and continuous ratio logit models examined continuous abstinence over time. Both
unadjusted and adjusted analyses (controlling for age, education, gender, race/ethnicity,
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partner status, and HSI scores) were conducted. Because there were no differences between
unadjusted and adjusted analyses, only adjusted analyses are reported. In addition, the time
indicator (week 4 and week 26) was included as a covariate in the logistic random effects
and continuous ratio logit models. Consistent with standard practice in smoking cessation
trials, completers-only and intent-to-treat analyses (whereby participants lost to follow-up
were coded as relapsed) were conducted. In addition, because single imputation methods
may be more biased than other approaches to missing data, attrition analyses were
conducted to ascertain whether there were any systematic differences between those with
complete data versus those lost to follow-up. To further investigate this question, a
sensitivity analysis was conducted to examine the effects of varying missing data
assumptions.

Because behaviors within groups are often dependent (i.e., influenced by other members of
the group), failure to take group effects into account in statistical analyses may lead to
inaccurate inferences, particularly in the form of Type | errors (Herzog et al., 2002; Kapson,
McDonald, & Haaga, 2012). Therefore, all models examined controlled for group effects.
Group effects were controlled for by including a random intercept of treatment group
membership to the model to account for the nested structure of the data (i.e., participants
being nested in groups). The ICC was 0.005 for the group effect model. Due to the
considerably reduced sample size of the lapse recovery group, this estimate of the covariance
parameter was numerically unstable. Therefore, we did not calculate the ICC for this model.

Treatment effects of MBAT (vs. CBT and UC) in helping individuals to recover from lapses
were also examined. Specifically, logistic random effect modeling was used to examine
group differences in 7-day point prevalence abstinence rates over time among participants
who were classified as smoking at the end of treatment (adjusting for age, education, gender,
race/ethnicity, partner status, and HSI scores). Finally, associations of mindfulness practice
with smoking cessation outcomes were examined among individuals in MBAT.

Participant Characteristics

Participants (N=412) were racially/ethnically diverse (48.2% African-American, 41.5% non-
Latino White, 5.4% Latino and 4.9% other) and most reported a total annual household
income of less than $30,000 (57.6%). The majority of participants were female (54.9%) and
were not married or living with a significant other (70.0%). Approximately one third of
participants had less than or equal to a high school education or GED. Average smoking rate
was 19.9 (SD= 10.1) cigarettes per day, and 38.6% of participants reported smoking their
first cigarette within 5 minutes of waking (see Table 1).

Baseline Differences

No significant baseline differences in demographics, nicotine dependence, or levels of trait
mindfulness emerged among the three groups (Table 1).

J Consult Clin Psychol. Author manuscript; available in PMC 2017 September 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Vidrine et al.

Page 11

Overall Treatment Effects on Cessation Outcomes

Biochemically verified 7-day point prevalence abstinence rates based on a completers-only
approach were 32.5% in UC, 39.1% in CBT, and 42.1% in MBAT at 4 weeks post quit day
(one week following the end of treatment) and 19.1% in UC, 23.8% in CBT, and 19.4% in
MBAT 26 weeks post quit day. Using an intent-to-treat approach, 7-day point prevalence
abstinence rates were 24.3% in UC, 32.3% in CBT, and 34.4% in MBAT 4 weeks post quit
day and 11.7% UC, 15.5% in CBT, and 13.0% in MBAT 26 weeks post quit day (see Figure
2).

Logistic random effects model analyses that compared the efficacy of UC, CBT, and MBAT
over time yielded no overall significant treatment effects, (H2,236) = 0.29, 0=.749; intent-
to-treat: A2,401) = 0.9, p=.407). Consistent with the point prevalence analyses, the main
effect of treatment on continuous abstinence was not significant over time using an intent-to-
treat or a completers only approach.

MBAT vs. CBT—To examine differences in 7-day point prevalence abstinence between
MBAT and CBT, we conducted a separate set of analyses that included only these two
treatment groups. A logistic random effects model indicated that there were no significant
differences between these two conditions over time (completers only: OR=1.09, 95% CI: .64
to 1.86, p=.750, Effect Size =.05; intent-to-treat: OR=1.09, 95% CI: .64 to 1.85, p=.755,
Effect Size =.05). Consistent with the point prevalence analyses, the main effect of treatment
on continuous abstinence over time was not significant.

MBAT vs. UC—To examine differences in 7-day point prevalence abstinence between
MBAT and UC, we conducted a separate set of analyses that included only these two
treatment groups. Over time analyses indicated that the difference between MBAT and UC
was not significant (completers only: OR=1.32, 95% CI: .67 to 2.60, p=.427, Effect Size =.
15; intent-to-treat: OR=1.58, 95% ClI: .84 to 2.99, p=.159, Effect Size =.25). Consistent with
the point prevalence analyses, the main effect of treatment on continuous abstinence was not
significant over time.

Effects of MBAT in Facilitating Recovery from a Lapse

Among participants classified as smoking on the last treatment session (completers only;
n=145), 14.7% in UC,7.0% in CBT, and 27.8% in MBAT had recovered abstinence one
week following the end of treatment. Twenty-six weeks following the quit day, 0% in UC,
5.0% in CBT and 10.3% in MBAT had recovered abstinence (completers only; n=110).
Logistic random effects model analyses that examined the effect of treatment on 7-day point
prevalence abstinence over time revealed a significant overall treatment effect,
F(2,103)=4.41, p=.015. Post-hoc tests revealed significant differences between MBAT and
CBT (MBAT vs. CBT: OR=4.94, 95% CI: 1.47 to 16.59, p=.010, Effect Size =.88) and
between MBAT and UC (MBAT vs. UC: OR=4.18, 95% CI: 1.04 to 16.75, p=.043, Effect
Size =.79).

Intent-to-treat analyses of recovery from a lapse revealed a similar pattern of results
(n=151). Among participants classified as smoking at the last treatment session, 13.2% in
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UC, 7.0% in CBT, and 26.8% in MBAT regained abstinence one week following the end of
treatment, and 0% in UC, 3.5% in CBT, and 7.1% in MBAT regained abstinence by 26
weeks post quit day. Logistic random effect modeling analyses examining 7-day point
prevalence abstinence over time indicated a significant overall treatment effect
(F(2,146)=4.57, p=.012) among participants classified as smoking at the last treatment
session. Post-hoc tests revealed a significant treatment effect between MBAT and CBT
(MBAT vs. CBT: OR=4.34, 95% CI: 1.35 to 13.99, p=.014, Effect Size=.81) and between
MBAT and UC (MBAT vs. UC: OR=4.82, 95% ClI: 1.25 to 118.57, p=.023, Effect Size =.87;
see Figure 3).

Associations of Mindfulness Practice Dosage during Treatment with Abstinence

Among individuals randomized to MBAT, self-reported mindfulness practice during
treatment was examined. Specifically, six items assessed the average number of days over
the previous week spent practicing the following activities: sitting meditation, body scan,
walking meditation, yoga, awareness of the breath during the day, and the exercises in the
workbook. These six items were administered at seven times points (i.e., at treatment
sessions two through eight). For each mindfulness practice technique at each time point, the
association with abstinence was examined at the end of treatment, 4 weeks following the
quit day, 26 weeks following the quit day, and over time (i.e., a total of 4 analyses for each
of the 6 items). This resulted in 168 statistical comparisons (i.e., 6 practice technique items x
7 assessment time points x 4 abstinence measures = 168 tests of association). Analyses
yielded 6 significant findings encompassing 4 different constructs out of 168 tests. Given
that there are actually fewer significant results than would be expected by chance, and the
fact that the significant results were not consistent with respect to identifying particular
constructs or patterns that might be important, we do not report these results.

Association of Prior Meditation Experience with Abstinence

Associations between experience with meditation prior to study entry and abstinence were
also examined. Results indicated that experience with meditation was not associated with
smoking abstinence in the overall sample (p's>.184), and previous experience with
meditation did not interact significantly with treatment condition to predict smoking
abstinence (p's>.221). Among participants classified as smoking at the last treatment
session, those who had (vs. did not have) previous experience with meditation were more
likely to recover abstinence from smoking across the two follow-up assessment points
(OR=3.61, 95%: 1.21 to 10.74, p=0.022, Effect Size =.71 for completers and OR=3.34,
95%: 1.16 to 9.58, p=0.025, Effect Size =.67 for intent-to-treat analyses). However, previous
experience with meditation was not found to interact with treatment condition to predict
abstinence recovery among individuals classified as smoking on the last treatment session
(0s>860). Finally, associations between total number of treatment sessions completed and
smoking abstinence were examined. The analyses examining this association with smoking
abstinence over time or in single time point analyses were not statistically significant (all
p52.051).
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Attrition and Sensitivity Analyses

Differences in abstinence rates at four weeks post quit day were examined between
participants with complete data versus those lost to follow-up on demographics (age, gender,
race/ethnicity, education, income, marital status, employment status), nicotine dependence,
psychosocial factors (perceived stress, negative affect, positive affect, history of depression),
and treatment group. No significant differences were found. Similarly, with regard to
differences in attrition rates by treatment group, a Chi-square analysis indicated that there
were no significant differences, XZ(Z): 2.738, p=0.254, when examined four weeks
following the quit day (MBAT = 6.8 %; ST = 6.6 %; UC =6.3). However, participants with
complete data and those with missing data at 26 weeks post quit day differed significantly in
race/ethnicity (p = 0.004), marital status (p = 0.027), and positive affect at baseline (p =
0.037). Those lost to follow-up at 26 weeks post quit day were more likely to be non-
Hispanic White (as opposed to African American), married or living with a partner, and have
lower positive affect scores. Consistent with the examination of treatment group differences
at four weeks post quit day, there were no significant differences in attrition rates by
treatment group at the 26-week assessment (MBAT=12.4%; ST=13.1%; UC=9.7%), XZ(Z):
0.899, p=0.638. Associations between perceived stress, negative affect, and positive affect at
4 weeks post quit day, and missingness at 26 weeks post quit day, were examined. No
significant associations were found.

To address potential bias arising from missing data, sensitivity analyses were conducted to
examine the effect of varying missing data assumptions using a multiple imputation
approach for treatment effects on 7-day point prevalence abstinence outcomes. Pattern-
mixture models were used to generate inferences for various scenarios under the MNAR
assumption, with a shift parameter chosen as 0.5, 1, 5, -0.5, -1, or -5 to reflect different
degrees of departure of the missing data mechanism from MAR (page 5100, chapter 63: The
MI procedure, SAS 9.4 documentation). Results obtained from separate analyses of MBAT
vs. CBT, and MBAT vs. UC, using the multiple imputation of treatment effects on 7-day
point prevalence abstinence were similar to completers only or intent-to-treat analysis
approaches (details of those nonsignificant results are not shown). The conclusions obtained
under the missing not at random (MNAR) assumptions were similar to the ones under
missing at random (MAR) in that the nonsignificant results remained the same. Therefore,
we are confident that our study findings of treatment effects on 7-day point prevalence
abstinence outcomes were robust.

Significant findings supporting the analyses examining the effect of MBAT in facilitating
recovery from a lapse (MBAT vs. CBT) remained the same across all methods: multiple
imputation, intent-to-treat, and completers only (OR=3.22 to 5.01, p-value=0.010 to 0.020,
see table below). However, the MBAT vs. UC analysis result was slightly different in the
multiple imputation approach (OR=2.72, p=0.123) compared with the other two methods
(intent-to-treat OR=4.82, p=0.023, completers only: OR=4.18, p=0.043). Sensitivity
analyses of the lapse recovery results (MBAT vs. UC) using multiple imputation with the
MNAR assumption revealed similar results compared with the MAR assumption. Therefore,
the significant finding based on the ITT analysis (missing = relapsed) in this case needs to be
interpreted with caution.
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Discussion

This randomized clinical trial was designed to evaluate the efficacy of MBAT compared to
CBT and UC with respect to both smoking cessation and recovery from a lapse. Results
indicated that there were no significant overall differences in abstinence rates across the
three treatments. The results were surprising for several reasons. First, several recent
randomized controlled trials have indicated that mindfulness-based treatments for tobacco
dependence improve abstinence outcomes compared to standard smoking cessation
treatments (Brewer et al., 2011; Davis, Goldberg, et al., 2014). Second, both MBAT and
CBT were more intensive therapies than was UC, and treatment intensity has been strongly
associated with greater efficacy (Fiore et al., 2008). However, MBAT did show benefits over
and above CBT and UC in promoting recovery from a lapse, consistent with findings on the
efficacy of MBRP for relapse prevention among individuals with substance use disorders
(Bowen et al., 2014). Specifically, among participants who were not abstinent at the end of
treatment, those randomized to MBAT appeared to be more likely to recover abstinence post
treatment. Thus, although MBAT did not produce superior abstinence rates compared to UC
or CBT, MBAT may be effective for preventing early lapses from transitioning to full-blown
relapse.

There may be several potential reasons why we failed to find a significant effect of MBAT
over the control conditions on abstinence. The 7-day point prevalence abstinence rate for our
MBAT group one week post-treatment using an intent-to-treat approach was very similar to
that found by both Brewer and colleagues (2011) and Davis and colleagues (2014) at the end
of treatment (i.e., 38% in MBAT, 36% in the MT trial conducted by Brewer, and 25.7% in
the MTS trial conducted by Davis). However, abstinence rates in our two control groups at
the end of treatment were substantially higher than those observed in the Brewer and Davis
trials (i.e., 38.1% in CBT and 27.2% in UC one week post treatment compared to 15% at the
end of treatment in Brewer et al. and 17.6% at the end of treatment in Davis et al.). Our
comparison of MBAT to CBT was also extremely rigorous given that: 1) CBT represents the
current state of the science approach, and 2) CBT and MBAT were matched on treatment
duration, contact time, and therapists. Nevertheless, MBAT did not improve overall cessation
rates as hypothesized. Another possibility is that the MBAT intervention may have
unintentionally reduced nicotine patch use relative to the other two treatments. Such a
scenario could potentially have led to an overall failure to find overall treatment group
differences.

The finding that MBAT appeared to improve lapse recovery is consistent with theoretical
and empirical work on mindfulness. Specifically, mindfulness is hypothesized to promote a
“decentered perspective” which reduces the tendency for automatic emotional reactions, and
this enhanced emotional regulation is in turn, thought to attenuate the likelihood of relapse.
Mindfulness is also thought to moderate the association between negative affect and relapse
such that in the face of negative affect, individuals with higher levels of mindfulness should
have a lower likelihood of relapse compared to individuals with lower levels of mindfulness
(i.e., the linkage between negative affect and relapse is weakened among individuals with
higher levels of mindfulness; Roemer & Orsillo, 2003; Teasdale, 1997; Teasdale et al.,
2002). Recent research has been supportive of both effects with respect to relations among
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mindfulness, negative affect, and alcohol problems (i.e., that mindfulness both reduces
negative affect and reduces the strength of the association between negative affect and
alcohol problems; Adams et al., 2014). Neurological studies also provide support that
mindfulness training reduces both the severity of negative emotions and reactivity to those
emotions (Brown, Goodman, & Inzlicht, 2012; Farb, Anderson, & Segal, 2012; Goldin &
Gross, 2010; van den Hurk, Janssen, Giommi, Barendregt, & Gielen, 2010). Thus, MBAT
may have improved recovery from a lapse by lessening the negative emotional response to a
lapse, and/or by weakening the association between the negative emotional response to a
lapse and the likelihood of future lapses.

The fact that MBAT may have some promise in helping smokers recover from early lapses
has important implications given that existing treatments designed to prevent relapse and
promote recovery from lapses have generally not demonstrated superior efficacy relative to
other treatment approaches (Carroll, 1996; Lichtenstein & Glasgow, 1992). Our results
suggest that incorporating mindfulness-based techniques into existing smoking cessation
treatments could potentially improve the recovery of abstinence after lapses. For example,
treatments that increase mindfulness might simply lessen the impact of a lapse when it does
occur as noted above, and it also possible that mindfulness strategies could be strategically
employed in response to lapses. In particular, briefer meditative practices and other “non-
meditation” mindfulness practices might be well-suited to acute lapse-recovery situations.
Other possibilities are that mindfulness-based interventions might be particularly effective
for more recalcitrant smokers who are likely to lapse early in a quit attempt, or that such
interventions could improve cessation rates over a longer course of time in which smokers
make multiple quit attempts, lapse, and attempt to regain abstinence. In addition, researchers
have suggested that smokers with high anxiety sensitivity related to mental concerns (e.g.,
fear that having difficulty concentrating means that one is going crazy) might particularly
benefit from mindfulness training (Guillot, Zvolensky, & Leventhal, 2015). Finally, MBAT
may have important utility as a relapse prevention intervention that is delivered after the
achievement of initial abstinence from smoking. That is, mindfulness practice may have
particular efficacy in mitigating the impact of lapses leading to full-blown relapse as
opposed to facilitating initial cessation success. Further research evaluating the efficacy of
mindfulness-based techniques in relapse prevention/recovery is warranted, as is research
examining whether such approaches are particularly effective for certain people.

It is unclear why mindfulness practice was not related to overall abstinence in the current
study. However, formal mindfulness practice rates were low, and the association of
mindfulness practices with cessation could have been attenuated by a restriction in range in
the practice variables. Along these lines, it may simply be that a greater amount of
mindfulness practice that occurs outside treatment sessions is needed to meaningfully impact
cessation outcomes. Another possibility is that our measures of mindfulness practice were
crude and may not accurately capture the amount of practice, and they did not capture the
quality of practice, which may be essential. In addition, more informal mindfulness practices
that occur throughout the day (e.g., 3-minute breathing space, mindful attention to thoughts
or feelings) were not assessed, and these more in-the-moment practices may be important in
influencing cessation outcomes.
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A marked strength of the current study was the inclusion of two control groups representing
different levels of treatment intensity. Our CBT treatment was delivered in a group format
and matched the MBAT treatment on contact time and intensity. Our UC group was
delivered individually and was comparable to standard Guideline-based treatment that might
be delivered in the community. Our use of the same two therapists to deliver the three
treatment conditions in the current study was an important study design consideration. We
chose to use the same therapists to help ensure that any potential differences that emerged
between the treatment conditions would be attributable to the treatment rather than to
therapist characteristics.

Another considerable strength is our community-based sample. Participants were racially/
ethnically diverse, relatively low-income, just over half were female, and more than two-
thirds were without a partner. The current findings indicate that MBAT vyielded similar
abstinence rates compared to more traditional Guideline-based treatments among a diverse
and relatively low SES sample of smokers, suggesting that MBAT may be a viable treatment
option for such individuals.

Some important limitations should also be acknowledged. Given that MBAT requires
specialized and intensive training on the part of therapists and a high level of engagement on
the part of individuals enrolled in the treatment, MBAT is not likely to be broadly
disseminable in its current format. This is an important limitation from a public health
perspective, and a critically important goal for future research should be to examine ways to
enhance the disseminability of mindfulness-based strategies. Second, it is important to
acknowledge that the use of the same two therapists to deliver all of the study treatments
may have resulted in a phenomenon known as “treatment diffusion bias” (Kazdin, 1992).
Treatment diffusion bias threatens internal validity, and this phenomenon may have
contributed to the absence of significant differences between treatment conditions in the
current study. One potential mechanism that may have contributed to treatment diffusion
bias is the warmth and compassion expressed by therapists proficient in the delivery of
mindfulness-based interventions. For example, modeling of self-compassion may have
occurred in all three treatment conditions and may have served as a mechanism facilitating
cessation. Such modeling has been suggested to be an active ingredient in mindfulness-
based treatments (van der Velden et al., 2015).

A third important limitation is a lack of data to establish fidelity by study interventionists.
The treatments were manualized and included specific checklists of topics and activities for
each therapy approach and each session. MBAT included very specific activities that were
major components of treatment with respect to both content and time spent in therapy that
were clearly not part of the CBT or UC treatments. Thus descriptively the interventions
differed in important and meaningful ways. However, interventionists were not rated for
fidelity to each intervention. In addition, the assessment of treatment fidelity decreases the
likelihood of treatment diffusion bias. Thus, the absence of treatment fidelity assessment is
an important study limitation. Future research should incorporate ratings to establish that
MBAT is conducted with fidelity. A fourth limitation is that rates of compliance with formal
meditative practices were low in the current study. Thus, strategies that increase the
acceptability of meditation-based practices, or the inclusion of more acceptable non-
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meditation practices, are clearly needed when reaching out to the general population of
smokers. A fifth limitation is that information on use of the nicotine patch was not collected
during the study. Because patch use was not tracked, it was not possible to examine potential
interactions between MBAT, patch use, and abstinence. A sixth limitation is that our
definition of “lapse recovery” among individuals who were smoking at the end of treatment
did not differentiate between individuals who never quit versus those individuals who
achieved some period of abstinence during the treatment period. Finally, participant attrition
is an important study limitation that should be acknowledged.

In summary, the results of this large RCT, at least with respect to comparison with other
mindfulness based treatment studies, indicate that MBAT yielded abstinence rates that were
similar to two standard Guideline-based treatments of varying intensity among a diverse and
relatively low SES sample of smokers. Furthermore, compared to the two control conditions,
MBAT may have greater efficacy than CBT and UC in helping individuals recover from
lapses. This finding has both clinical and theoretical implications, and future research should
examine both replicability and the mechanisms underlying this effect. Future studies should
also examine the efficacy of “booster” treatment sessions delivered during the follow-up
period. Investigating the efficacy of mindfulness treatment approaches that do not utilize
meditation as a primary technique is another important direction for future research. Finally,
given that the population of remaining smokers appears to be becoming increasingly
recalcitrant (Irvin & Brandon, 2000; Irvin, Hendricks, & Brandon, 2003), specialized,
intensive treatments such as MBAT are likely to be needed for certain subgroups of smokers
who may have particular difficulty quitting. As such, studies should examine individual
differences as potential moderators of the efficacy of MBAT.
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Public Health Significance

Although there were no significant differences in overall abstinence between Mindfulness
Based Addiction Treatment (MBAT) and traditional Guideline-based treatments within a
diverse and relatively low SES sample of smokers, MBAT may be more efficacious than
CBT or UC in facilitating lapse recovery.
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Figure 2.
7-day point prevalence abstinence rates by treatment group at 4 and 26 weeks post quit day

(intent to treat). N=412.
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Figure 3.
7-day point prevalence abstinence rates by treatment group at 4 and 26 weeks post quit day

among individuals classified as smoking on the last treatment session (intent to treat).
N=151.
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Aver age self-reported days spent practicing MBAT techniques across the 8 week's of
treatment among individuals randomized to MBAT

Table 2

Mindfulness Techniques

Aver age days spent practicing

M(SD)

Across 8 weeks of treatment

Any Technique 3.43 (1.54)
Sitting Meditation 2.17 (1.55)
Body Scan 1.61 (1.43)
Walking Meditation 1.55 (1.70)
Yoga 0.92 (1.34)
Awareness of the Breath 2.84 (1.89)
Exercises in Workbook 0.55 (1.01)
Up to the quit day

Any Technique 3.42 (1.58)
Sitting Meditation 1.90 (1.58)
Body Scan 1.77 (1.58)
Walking Meditation 0.97 (1.62)
Yoga 1.08 (1.60)
Awareness of the Breath 2.27 (1.95)
Exercises in Workbook 0.56 (1.12)
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Table 3

Treatment Content and Timeline

MBAT

CBT

uc

Questionnaire Assessment Schedule: Baseline, all treatment sessions, and 26 weeks post quit day
Smoking Abstinence Assessment Schedule: 4 and 26 weeks post quit day

Progress report: achievements
Review whole course
Maintaining mindfulness practice
3-minute Breathing Space
Responding to lapses

Review any lapses

Substitutes for smoking: review
Enlisting support: review
Predictors of relapse: review
How to handle future lapses

Session 1 | Orientation and Introductions Orientation and Introductions Benefits of quitting
Mindfulness versus automatic pilot Typical smoking day Reasons people smoke
Raisin Exercise Reasons people smoke Enhancing self-efficacy
Body Scan Meditation Coping: ACE strategies Coping: ACE strategies
Typical smoking day Enhancing self-efficacy
Reasons people smoke Homework Assignment
oping: ACE strategies
Daily practice assignment
Session 2 | Daily practice review Problem-solving, high risk situations Enlisting Support
Barriers to mindfulness practice Learning from former relapses General Health and Well-being
Thoughts and Feelings exercise Strengthening motivation Problem-solving
20-minute Sitting Meditation Links between activity and mood High risk situations
Problem solving, high-risk situations Emotions, thoughts and smoking Quit Day preparation
Awareness of pleasant events Enlisting support
Daily practice assignment
Session 3 | Brief “seeing” or “hearing” exercise. Pros and cons of quitting Quit Day
Sitting Meditation Benefits of quitting Handling Withdrawal Symptoms
Daily practice review and assignment Stress, affect and smoking Identifying Barriers
Stress, affect, and smoking Feelings of loss about quitting Territory of lapse/relapse
3-Minute Breathing Space Making quitting top priority Education on the nicotine patch
Mindful Yoga Weight gain Distribution nicotine patches
Thoughts and feelings about quitting
Priority of cessation, weight gain
Session 4 | 5-minute “seeing” or “hearing” exercise | Clearing the environment Managing stress, negative affect
Sitting Meditation Substitutes for smoking Weight gain
Daily practice review and assignment Coping: ACE strategies Threats to relapse
Automatic Thoughts Managing stress, negative affect Distribution nicotine patches
3-Minute Breathing Space Stress management
Mindful Walking Worry
Substitutes for smoking Quit Day preparation
Education on the nicotine patch Education on the nicotine patch
Quit Day preparation Distribution nicotine patches
Session 5 | Quit Day Quit Day
Sitting Meditation Review quit day
“Allowing” and “letting be” Getting through withdrawal
Daily practice review and assignment Territory of Lapse/Relapse
Review quit day Enhancing self-efficacy
3-Minute Breathing Space: Coping Coping: ACE strategies
Surfing the Urge Surfing the Urge
Clearing environment progress Coping with negative emotions
Distribution nicotine patches Distribution nicotine patches
Session 6 | Sitting Meditation Progress Report (lapse issues)
Progress Report (lapse issues) Long-term urges
3-Minute Breathing Space Personal high-risk situations, coping
Long term urges Enlisting support (review)
Personal high-risk situations and coping | Stress management (review)
Distribution nicotine patches Preparing for end of group
Daily practice assignment Distribution nicotine patches
Session 7 | Mindful Yoga and Walking Meditation Progress Report, discussion of lapses
Progress Report, discussion of lapses Reflecting on previous quit attempts
Daily practice review and assignment Strengthening motivation
3-Minute Breathing Threats to relapse, continued vigilance
Threats to relapse, continued vigilance Distribution of nicotine patches
Distribution of nicotine patches
Session 8 | Body Scan Meditation Progress report: achievements
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MBAT

CBT

uc

Distribution of patches, tapering off
Concluding meditation

Distribution of patches, tapering off
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