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Background
Smoking tobacco is a leading cause of preventable death 
globally, resulting in approximately eight million deaths 
each year when including the impact of second-hand 
smoke. [1] Diseases associated with smoking—such as 
lung cancer, heart disease, and stroke—are, if not fatal, 
detrimental to quality of life. In Australia, for instance, an 
estimated six million quality adjusted life years (QALYs) 
will be lost from smoking if the current population of 
smokers is tracked until 70 years of age. [2] Globally, the 
economic burden on healthcare systems and lost pro-
ductivity from smoking-attributable diseases in 2012 was 
estimated at purchasing power parity of $1852 billion 
for the year, or 1.8% of the world’s annual gross domestic 
product. [3]

Although population prevalence of smoking is gener-
ally decreasing in high-income countries, [1] those in 
socioeconomically disadvantaged groups are less suc-
cessful at quitting and are over-represented in smoking 
statistics. [4] Socioeconomic status (SES) is a broad con-
cept which refers to the position of an individual, fam-
ily, or group within the socioeconomic hierarchy, and as 
it relates to health, the consequential environment and 
access to basic resources. [5] It is typically measured by 
one or several of the following factors: income/wealth, 
education, and occupation—though in practice, the cat-
egorisation of SES will vary between countries and over 
time. Individuals from lower SES environments are more 
likely to try smoking, smoke regularly, [4] and die prema-
turely from smoking-attributable diseases. [6] Further-
more, smokers in this group are likely to have a higher 
nicotine dependence. [7, 8] Although low SES individu-
als are likely to make quit attempts at a similar rate to 
other socio-economic strata, they are less likely to suc-
ceed. Kotz and West [9] found that the success rate of 
quit attempts among those in the highest socioeconomic 
level was 20.4%, compared to 11.4% for those in the low-
est socioeconomic level, but found no socioeconomic-
related differences in the rate of quit attempts.

Building resilience could be vital for promoting smok-
ing cessation in low SES groups. This asset-based 
approach focuses on building strengths, capabilities, 
and protective factors, as opposed to fixating on defi-
cits of people or groups. [10–15] Resilience is defined 
not merely as coping with perceived difficulties but 

“bouncing back from adversity” and finding hope and 
meaning. [16] Our conceptual model of resilience (Fig. 1; 
[15, 17]) extends this notion beyond the internal prop-
erties of the individual (internal resilience) and into the 
social environment and interpersonal resources (external 
resilience). Internal factors such as self-efficacy, self-con-
fidence, and motivation are often important for building 
resilience and hence making successful quit attempts. 
However, individuals with a lower SES, on average, have 
significantly lower levels of motivation and self-efficacy 
compared to higher SES individuals. [4, 8, 18–22] These 
factors are correlated with feelings of powerlessness, less 
social support, higher perceived stress eroding motiva-
tion, and normalisation of smoking behaviour. [8, 23] 
Given these multifarious obstacles to cessation faced by 
low SES individuals and the proposed interplay between 
internal and external resources (Fig.  1), building resil-
ience presents as a promising approach from which to 
empower low SES individuals to change their smoking 
behaviour.

The Behaviour Change Wheel [24] is the guiding frame-
work for resilience interventions for smoking cessation 
in the present study. It synergises with the Psychosocial 
Model of Resilience because it describes a comprehensive 
system of behaviour change interventions that acknowl-
edges the capabilities, opportunities, and motivation 
necessary for smoking cessation. Tsourtos et al. [25] used 
the Nominal Group Technique to approach a consensus 
regarding the feasibility and acceptability of six evidence-
based resilience interventions among diverse representa-
tives from low SES backgrounds. Setting realistic goals 
and mindfulness-based interventions were considered 
the most feasible and appropriate and have therefore 
been selected for the present study.

Setting goals is one of the most common behav-
iour change techniques for smoking cessation. [25–27] 
Goals help regulate behaviour by motivating an indi-
vidual to reduce the difference between current and 
desired circumstance. [28] Achieving small goals on the 
way to tackling more difficult goals can build self-effi-
cacy, confidence, and feelings of agency. [29, 30] Con-
versely, research suggests that higher quality goals (i.e., 
clear, proximal quit dates of complete abstinence) can 
increase the probability of a successful quit attempt. [31] 
Although specific research on goal setting as a standalone 

https://anzctr.org.au/Trial/Registration/TrialReview.aspx?id=381007&isReview=true
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intervention for smoking cessation is scarce, the ability to 
aid smokers in constructing goals is a critical evidence-
based competency for practitioners providing behav-
ioural support. [32] Furthermore, a meta-analysis of 37 
intervention studies concluded that goal setting was one 
of nine techniques which demonstrated the most promis-
ing efficacy and feasibility. [27]

There is some evidence that mindfulness-based inter-
ventions could be especially effective for low SES smok-
ers. A key reason proposed for the socioeconomic 
inequity in smoking rates is the chronicity of stressors 
(including financial strain) and the associated anxiety 
which disproportionately affects disadvantaged commu-
nities. [18, 33–35] Higher trait mindfulness (mindful-
ness as a stable long-term life approach) has been linked 
indirectly with a lower risk of smoking relapse through 
decreased stress levels, indicating that the enhanced 
emotional regulation afforded by mindfulness might be 
especially beneficial for low SES smokers trying to quit. 
[36] Practising mindfulness, as a coping strategy, is also 
important for low SES smokers because they typically 
have a higher nicotine dependence. [7, 8] Specifically, 

mindfulness could decrease perceived withdrawal sever-
ity by reducing the agitation and negative affect which 
accompany nicotine withdrawal and promote resilient 
responses to cravings. [37, 38] Research also indicates 
that mindfulness-based addiction therapy might help 
smokers “bounce back” from lapses and regain absti-
nence at a higher rate compared to CBT and usual care 
[39].

Research suggests that peer support programs show 
promising efficacy for promoting smoking cessation in 
socioeconomically disadvantaged groups. In their sys-
tematic review, Ford et  al. [40] argue that this is due to 
the lower baseline levels of social support often available 
to disadvantaged groups. Furthermore, a barrier to ces-
sation for disadvantaged groups is that they are scepti-
cal of traditional counselling services (e.g., Quitline), 
anticipating an impersonal and unsupportive experi-
ence. [41] Peer mentors can be perceived as more cred-
ible than healthcare professionals because they provide 
experiential knowledge. [42] By sharing their experiences 
of quitting and speaking as a peer rather than a profes-
sional, peer mentors can be positive role models who 

Fig. 1  The psychosocial interactive model of resilience [17]
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might be capable of overcoming perceived impediments 
to services.

The research described above suggests that that an 
effective, low-cost approach is necessary to support low 
SES individuals in quitting smoking and reduce the asso-
ciated health and economic burdens that affect these 
communities. Setting realistic goals (SRG) and mind-
fulness training (MT) are both feasible and potentially 
effective interventions requiring thorough examination 
for use with low SES smokers. The present study exam-
ines the efficacy of these together with mindfulness-inte-
grated CBT (MiCBT) because MiCBT acknowledges the 
importance of both as well as CBT.

Methods
The following protocol (version 5,  September 9th 
2022)  follows SPIRIT guidelines for reporting protocols 
(see Additional file  1).  In this four-arm parallel-group 
RCT of SRG, MT and MiCBT versus an active control 
(equal allocation ratio), we will deliver the interventions 
to small groups of smokers to maximise the potential 
cost-effectiveness. 6-months of these interventions will 
be followed by 6-months of online peer support and a 
further 6-month follow-up period. The control group 
will be directed to optional resources including coun-
selling (Quitline) and information about pharmaco-
logical aid. We aim to: (a) test the efficacy of the three 
interventions (SRG, MT and MiCBT) for smoking ces-
sation and (b) levels of resilience in low SES groups and 
how this changes during exposure to the interventions, 
(c) measure the cost-effectiveness and cost-utility of the 
interventions in low SES groups, and (d) undertake a pro-
cess evaluation of the different interventions in low SES 
groups. We hypothesise the following:

H1: The proportion of participants who report 
14-day period abstinence from smoking at 6 months 
will be significantly higher for each intervention 
group compared to the control group.
H2: Amongst participants that report 14-day period 
abstinence at 6  months, the proportion of par-
ticipants who report 14-day period abstinence at 
12 months will be significantly higher for each inter-
vention group compared to the control group.
H3: The proportion of participants who report 
14-day period prevalence abstinence from smoking 
at 6  months post-trial (18  months from baseline) 
will be significantly higher for each intervention 
group compared to the control group.
H4: Levels of resilience measured by the Connor-
Davidson CD-25 [43] and ENRICHD Social Support 

Inventory [44] will be significantly higher for each 
intervention group compared to the control group 
at 6, 12 and 18 months post randomisation.
H5: The interventions will improve smoking cessa-
tion and QALYs at a reasonable and acceptable incre-
mental cost.

In addition, we pose the following research questions 
for the qualitative component of the study (that pertains 
to the process evaluation):

RQ1: Have the different interventions been imple-
mented and received as intended?
RQ2: What are the barriers and facilitators associ-
ated with the first research question?
RQ3: For whom, and in what circumstance were the 
interventions effective (and cost-effective) or not, 
and why?

Participants
We aim to recruit 812 low SES smokers Australia-wide 
using web-based advertisments. Inclusion/exclusion cri-
teria for this study will require that participants will be 
aged 18 years or older and have smoked regularly for at 
least the previous two years, as assessed by the question: 
“are you a regular smoker (i.e., you have usually smoked 
at least one cigarette per day for at least the last two 
years)?” We will only include smokers who are planning 
to quit, i.e., they answer yes to the question, “are you cur-
rently planning to quit smoking cigarettes?” This indi-
cates that the participant is in the preparation stage of 
the Transtheoretical Model and getting ready to progress 
to action. [45] Participants must also have a smartphone, 
have regular internet access, and be willing to spend 
approximately 14–20 h online to complete the study over 
an 18-month period.

We define low SES using household income and access 
to Australian welfare benefits. Smokers will be included 
if either (a) their weekly household income is below $457 
per adult before tax (the Australian poverty line; [46]) 
or (b) they receive social security benefits, e.g., aged or 
low-income pension, parenting payments, or disability 
support payments. Participants will be recruited from all 
Australian states and territories using online advertise-
ments on social media and news stories on local radio 
and television. Recruitment will also be promoted via the 
networks of Project Reference Group members and other 
stakeholders providing services to low SES populations. 
Recruitment began on the 3rd of May 2021, and we aim 
to continue recruitment until the target sample size is 
reached.
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Sample size and�power analysis
For the primary outcome of smoking cessation, 182 par-
ticipants per group is powered to detect an 11.6% dif-
ference [47] in the smoking abstinence rates between 
groups (with 80% power, alpha �  0.05 (two-tailed test) 
We will account for a 10% drop-out rate, and thus aim to 
recruit 203 per group (N �  812). Contextually, the smok-
ing cessation rates we used for the sample size calculation 
(MT �  25.2%, usual care �  13.6%) represent a meaningful 
population health treatment effect doubling of the rate of 
successful quit attempts for the lowest SES group (11.4%; 
[9]).

Measures
Primary outcome—smoking
The primary outcome is smoking cessation at the 
6-month (or 26  week) timepoint. Smoking cessation is 
defined as 14 days of not smoking cigarettes, determined 
by two consecutive 7-day periods of self-reported smok-
ing abstinence (“In the last seven days, have you smoked 
a cigarette, even a puff?”). Participants who meet this cri-
terion at the time of the 6-month mark will be asked to 
self-administer a saliva test to detect the presence of coti-
nine (< 30  ng/mL), accurately reflecting abstinence for 
the preceding 3–4  days. Participants will be instructed 
to photograph the results and send them to the research 
team via SMS or email. The purpose of this one-time 
measurement is to biochemically verify the self-reported 
smoking cessation outcomes within the study. [48]

Secondary outcomes—investigating the mechanisms 
influencing behaviour change
Internal and  external resilience  The 25-item Connor-
Davidson CD-25 scale measures the internal resilience 
construct of the psychosocial model of resilience. [43] 
Connor and Davidson [43] found evidence for the con-
vergent validity of the scale and observed satisfactory 
internal consistency (α �  0.89) in the general population 
and satisfactory test–retest reliability (intraclass coeffi-
cient �  0.87) in a clinical sample.

The 7-item ENRICHD Social Support Inventory [44] 
will be used to measure self-reported external resil-
ience. Mitchell [44] found evidence of convergent 
validity and observed satisfactory internal consistency 
(⍺ �  0.86). Vaglio et  al. [49] observed satisfactory test–
retest reliability over a one-month interval (intraclass 
correlation � 0.94).

Self‑efficacy  The Smoking Abstinence Self-Efficacy 
Questionnaire [50] will be used to measure confidence 
in the ability to change smoking behaviour. Total scores 

range from 0 to 24, with higher scores indicating greater 
self-efficacy. Spek et  al. [50] observed that the ques-
tionnaire had good internal consistency in their sample 
(α �  0.89) and found evidence for predictive validity.

Motivation  Participants’ level of motivation to quit 
smoking will be measured with Biener and Abrams Con-
templation Ladder. [51] This test represents a ladder with 
ten rungs and five verbal anchors evenly dispersed. Par-
ticipants select a number from 0 (no thought of quitting) 
to 10 (taking action to quit). Ladder scores were found to 
be correlated with the number of previous quit attempts, 
thereby illustrating construct validity.

Stress  The Perceived Stress Scale-10 is a 10-item self-
report questionnaire. [52] Lee [53] reviewed the psycho-
metric properties of the scale, finding that all 12 included 
studies indicated sufficient internal consistency (α > 0.70). 
Several studies have found evidence for convergent valid-
ity. [54, 55]

Nicotine dependence  We will assess nicotine depend-
ence with the Fagerstrom Test for Nicotine Dependence, 
a short, six-item self-report questionnaire. [56] A review 
of the psychometric properties of the test found excel-
lent test–retest reliability over a range of time periods. 
[57] Internal consistency was found to be moderate, with 
⍺ ranging from 0.55 to 0.74 across 14 studies. Construct 
validity is evinced by moderate to strong correlations with 
biological markers of nicotine.

Goal achievement  The Problems and Goals Assessment 
Scale will be administered to SRG participants to meas-
ure progress towards goals. [58] The scale consists of a 
semi-structured evaluation designed to identify what the 
participant sees as their main problem, its impact, and 
how it makes them feel. The person rates the degree to 
which they view this as a problem on a 9-point scale rang-
ing from “not at all” (0) to “a lot” (8). After goals are set 
to ameliorate the problem, achievement towards the goals 
is also assessed on a 9-point scale, ranging from “no suc-
cess” (0) to “complete success” (8). Goal attainment scal-
ing methods are idiosyncratic because they measure an 
individualised outcome, but their reliability and validity is 
supported by an extensive literature base. [59]

Equanimity  We will use the Equanimity Scale-16 to 
measure equanimity, which refers to a non-reactive 
attitude towards experience and is thought to be a key 
mechanism of action in mindfulness-based interventions. 
[60] Only participants in the MT and MiCBT arms will 
be administered the scale. Evidence was found for con-
vergent and divergent validity, and satisfactory internal 
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consistency (⍺ �  0.88) and test–retest reliability (r � 0.87) 
over a two-to-six-week period was observed. [60]

Quality of  life  We will measure quality of life with the 
EQ-5D-5L [61] to assist in estimating the cost-effective-
ness of the interventions. The questionnaire comprises a 
visual analogue scale assessing general health in addition 
to a 5-component scale including mobility, self-care, usual 
activities, pain/discomfort, and anxiety/depression. A 
systematic review found evidence for good reliability and 
validity across a range of populations. [62] The responses 
to the 5-component scale questions will be converted to 
utility scores using an algorithm that reflects Australian 
population values, noting tariffs for the EQ-5D-5L instru-
ment are in development, but should be available by the 
time of data analysis. Utility scores are bounded at 1, rep-
resenting best imaginable health, with a value of zero rep-
resenting health states that are equivalent to being dead 
(negative values are possible, representing health states 
that are determined to be worse than being dead).

Costs‑effectiveness
Any intervention effects on smoking cessation were not 
anticipated to lead to differences in health care use (e.g., 
GP visits, hospitalisations, etc.) between the control and 
intervention groups over the time horizon of the clinical 
trial. The lack of an expected effect on health care use did 
not justify the additional burden of collecting resource 
use and cost data from participants.

A trial-based economic evaluation will estimate inter-
vention costs, in total, per intervention group participant, 
per additional intervention group participant demon-
strating smoking cessation and per mean change on the 
EQ5D-5L quality of life instrument. If significant differ-
ences in smoking cessation rates are observed, external 
data describing the long-term health benefits and health 
care cost impacts will be sought to inform modelled 
estimates of downstream cost, mortality, and quality of 
life effects. These data will inform the estimation of the 
incremental cost per QALY gained.

Qualitative data
We will conduct interviews with the counsellors, peer 
mentors, and participants from all intervention groups 
to perform a process evaluation. We will focus on barri-
ers and enablers to participation in the study to under-
stand how interventions might effectively translate to a 
community setting. Questions will be posed regarding 
feasibility, acceptability, perceived utility, and percep-
tion of capabilities, opportunities, and motivations (i.e., 
components of the COM-B model [24]). Throughout the 
study, we will also follow up with participants who have 
missed multiple sessions or have dropped out altogether 

to record reasons for absence or drop-out. This part of 
our method will provide a more comprehensive picture 
of the challenges faced by low SES individuals participat-
ing in online smoking interventions. Qualitative analysis 
will follow a three-phase method: pre-coding; conceptual 
and thematic categorisation; and theoretical categorisa-
tion. [63]

Intervention fidelity
We aim to determine intra- and inter-individual vari-
ability for intervention session delivery between facilita-
tors. The three facilitators will record sessions of each of 
the three interventions as they are administered to the 
first cohort of participants. A member of the research 
team will review the recordings and apply a bespoke rat-
ing system which will assess adherence to the content 
of the program. Participant engagement and facilitator 
competence will be gauged during the interview process 
described above.

Procedures
Figure  2 provides an outline of the study design and 
Table 1 summarises the data collection protocol for sec-
ondary outcomes.

Screening and group allocation
Prospective participants will complete an online screen-
ing questionnaire that addresses the inclusion criteria 
through Qualtrics. If eligible, they will be asked to give 
informed consent. Participants will be randomly allo-
cated to one of the three interventions or a control group 
using computerised sequence generation within the 
Qualtrics survey (Mersenne Twister algorithm [64]). All 
participants will complete a baseline questionnaire (see 
Table  1). Intervention-group participants will then be 
divided in groups of between 2 and 7 participants within 
each of the intervention groups (MiCBT, MT, SRG) 
based on their availability for session times throughout 
the week.

Phase 1 (months 0–6): group‑based interventions
Participants allocated to interventions will attend eight 
1-h group sessions online via Zoom over a 6-month 
period according to a prescribed ideal delivery schedule. 
Participants will be asked to provide approval these ses-
sions to be recorded (so that they may provide data for 
analysis regarding intervention delivery, as described 
above). The facilitators running the interventions will 
have formal qualifications in CBT and will receive spe-
cialised training from experts in mindfulness training 
and setting realistic goals.

To ensure that all participants are encouraged to access 
the current best practice approach to smoking cessation, 



Page 7 of 13De Zylva et al. Addiction Science & Clinical Practice            (2023) 18:7 	

Recruitment:
- Social media adverts
- Local news stories
- Networks of stakeholders 
providing services to low SES 
individuals

Exclude
d

Phase 1 (6-month duration):
- 8 x 1 hour group sessions delivered online

- Commencement of process evaluation

Phase 2 (6-month duration):
- Provided link and account for online 
interactive blog forum

- Separate forums for each intervention

- Led by peer-mentor who has successfully 
quit smoking in the past

Screening questionnaire:
- Eligibility assessment
- Informed consent
- Random allocation

Mindfulness Training 
- Complete baseline 
measure
- Divided into small 
groups
- 7-day period 
prevalence of smoking 
measured weekly

Setting Realistic 
Goals
- Complete baseline 
measure
- Divided into small 
groups
- 7-day period 
prevalence of smoking 
measured weekly

Control group
- Complete baseline 
measure
- Referred to Quitline
- Linked to written quit 
information
- 7-day period 
prevalence of smoking 
measured weekly

MiCBT
- Complete baseline 
measure
- Divided into small 
groups
- 7-day period 
prevalence of smoking 
measured weekly

Phase 3 (6-month duration):
- No intervention

- Data collection only

3-month Qualtrics survey

18-month Qualtrics survey 

12-month Qualtrics survey 

9-month Qualtrics survey 

6-month Qualtrics survey 

Biochemical 
verification (6-month
mark)
- Nicotine saliva test

- Only participants who
report cessation

- Includes control group

Fig. 2  Flow diagram—overview of the procedure
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the Royal Australian College of General Practitioner’s 
[65] “Ask, Advise, Help’” model for smoking cessation 
will be offered to all participants from baseline, including 
active control group participants. This approach involves 
referral to behavioural counselling and provision of infor-
mation on accessing Nicotine Replacement Therapy and 
stop-smoking medications where indicated. The behav-
ioural counselling offered in the current study is via the 
Quitline service.

Arm 1  MiCBT is a four-stage therapeutic approach. 
[66] Therapy begins at the personal stage, with the inter-
nal promotion of experiential awareness and acceptance. 
The second stage introduces imaginary and in vivo expo-
sure procedures, and the third stage extends mindfulness 
principles into interpersonal interactions. Stage four, 
the empathetic stage, involves developing ethical aware-
ness and compassion, which is intended to help prevent 
relapse through counterconditioning. The approach is 
based on Vipassana (insight training) and the co-emer-
gence model of reinforcement. This model proposes that 
operant behaviour is reinforced by the interoceptive feed-
back (i.e., conscious or unconscious bodily sensation) 
which co-emerges with self-referential cognitions, rather 
than the environmental consequences posited by Skinner. 
[67] Participants undergoing MiCBT will also be asked to 
complete 30—60 min of homework daily, including mind-
fulness practice twice daily and some readings. Home-
work will be guided by a smartphone application.

Arm 2  Participants allocated to the MT arm will learn 
mindfulness techniques and apply them to change their 
behaviour. The core concepts will be extracted from the 
MiCBT intervention, e.g., mindfulness of breath, body-
scanning methods, and loving-kindness meditation. 
However, MT will exclude aspects of CBT which do not 
directly relate to the meditations. For instance, the first 
session of MiCBT will focus on attention regulation and 
weakening peripheral addictions, whereas the equiva-
lent mindfulness training session will only address 
attention regulation. Participants allocated to this arm 
will also be asked to perform mindfulness practice twice 
daily (30–60  min) and access readings through the 
smartphone application.

Arm 3  Participants allocated to arm three will undergo 
the SRG intervention based on the Problems and Goals 
Assessment outlined by the Flinders Program. [68] The 
significant elements of this intervention are problem 
identification, planning for goal setting, SMART goal 
setting (specific, measurable, attainable, realistic, time-
bound), and reviewing progress. Participants will col-
laborate to plan goals that may or may not directly per-
tain to smoking behaviour.

Phase 2: peer mentoring
After completing 6  months of group sessions, partici-
pants allocated to the three interventions will receive a 
further 6  months of peer support from a mentor who 

Table 1  Data collection excluding primary outcome

Time in months after commencement of phase 1

0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18

Internal resilience √ √ √ √ √ √

External resilience √ √ √ √ √ √

Self-efficacy √ √ √ √ √ √

Motivation (to quit smoking) √ √ √ √ √ √

Stress √ √ √ √ √ √

Nicotine dependency √ √ √ √ √ √

Problems and goal assessment ** √ √ √ √ √ √

Equanimity *** √ √ √ √ √ √

Quality of life (for cost-effectiveness) √ √ √ √

Qualitative data √*

Consistency of intervention delivery √ √ √ √ √ √ √

Salivary nicotine √

*Start of qualitative data collection determined by participant drop-out

**Setting realistic goals intervention only; initial assessment occurs in week 5

***Mindfulness-based interventions only; week-based intervals have been approximated into months for clarity
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has achieved smoking cessation in the past. Peers will 
engage with participants via online blog forums for 
each intervention. Participants will be encouraged to 
share their experience with others who underwent the 
same intervention. These online communities will grow 
as more users are added upon completion of the group 
sessions at the 6-month timepoint.

Phase 3: data collection only
During the third phase, participants will not receive any 
intervention from the study, though they might be engag-
ing with other resources such as those provided via the 
‘Ask, Advise, Help’ protocol referred to above. We will 
continue to collect data for a further 6 months after par-
ticipants have completed the peer support phase. All 
quantitative data will be collected via online Qualtrics 
surveys. Links for each Qualtrics survey will be sent to 
participants by SMS to their mobile phone or by email 
where the participant requests it.

Statistical analysis
Timepoints
All psychological and behavioural measures (internal 
resilience, external resilience, self-efficacy, motivation, 
stress, nicotine dependency, and goal achievement) will 
be measured before randomisation and then at 3 monthly 
intervals for the first 12 months (see Table 1; baseline goal 
assessment at 5 weeks). A final collection of data on these 
scales will occur at 18 months to test for maintenance of 
impacts. Equanimity will be measured at baseline, and 
then weeks 7, 13, 20, 52, and 78 after commencement of 
phase 1.

In addition to the primary outcome (cessation at 
6-months), smoking cessation will be assessed at 4, 8, 
12, 16, 20, 52, and 78  weeks to address hypotheses and 
to compare the trajectory of smoking cessation between 
groups.

Analyses
All analyses will use Stata (version 17.0 [69]). This will be 
undertaken blinded to the participants’ group allocation. 
Mixed-effects modelling will be used to assess the effect 
of the interventions on primary and secondary outcomes. 
This approach accounts for the correlation of the data 
from repeat measures over time and reduces bias caused 
by missing data at one or more time points for each par-
ticipant. In addition, we will develop prediction models 
to determine whether levels of internal and external resil-
ience measured at baseline predict smoking cessation. As 
an exploratory analysis, we will also perform mediation 
analyses to determine the direct and indirect effects of 
the separate components of each intervention on the pri-
mary and secondary outcomes.

For outcomes assessed at a single time-point, we will 
assess the difference between the four groups at that 
time. For outcomes assessed at repeat time points, we 
will assess differences between the four groups at each 
time point, with adjustment for multiple comparisons. 
We will assess binary outcomes using mixed-effects 
logistic regression and continuous outcomes using lin-
ear mixed-effects regression. In repeated measures, we 
will treat time as a categorical variable, and the model 
will include fixed-effects for time and group. Subgroup 
analysis will be undertaken to test whether people with a 
critical level of resilience are more likely to stay quit than 
those that do not meet this level. The main analyses will 
be performed on a per-protocol basis. Our intention-to-
treat population will be defined as all participants that 
were randomised and also completed the baseline sur-
vey. We will perform a sensitivity analysis on a modified 
intention-to-treat basis and impute missing data where 
possible. Where more than 10% of data are missing, we 
will also perform multiple imputation as a sensitivity 
analysis to account for possible bias in estimates caused 
by missing data. Missing smoking data will be presumed 
MNAR and analysed as continued smoking. Hypothesis 
testing will be performed using 2-tailed tests with a Type 
1 error rate of alpha �  0.05, and 0.05/3 � 0.0167 when 
assessing each outcome across time to account for the 
repeated testing at 6, 12, and 18  months. We will make 
further adjustments for multiple comparisons (e.g., 3 
comparisons with control) depending on each outcome.

Cost‑effectiveness
A cost-effectiveness model will be used to estimate all 
important differences in costs and benefits between the 
three trial arms if there is significant uncertainty regard-
ing the most cost-effective option based on the within 
trial analysis. Published smoking cost-effectiveness mod-
els will be reviewed to identify the most valid available 
model from an Australian perspective, which will be used 
to estimate the lifetime incremental costs and QALY 
gains associated with smoking cessation, as applied in 
previous economic evaluations of smoking cessation 
interventions.

Ethical considerations
There are several ethical considerations associated with 
this study. To promote an active control group in which 
the participants receive a usual standard of care, we 
have elected to expose all participants to the Royal Aus-
tralian College of General Practitioners Ask, Advise, 
Help model. Furthermore, both control and SRG group 
participants will be offered free access to the mindful-
ness smartphone application after completing the study, 
should it prove to be of benefit. We also acknowledge 
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that we are studying a vulnerable group. During the 
ongoing process evaluation, we will “check in” with par-
ticipants who have dropped out of the interventions to 
explore how our procedures might be adapted to address 
any problems they encountered that led to their drop-
ping out and facilitate positive changes in psychological 
wellbeing. Acknowledging the economic vulnerability of 
the participant group, we offer intervention group par-
ticipants who are required to engage with the study via 
Zoom will be compensated for their data usage with $50 
gift cards upon completion of the baseline survey and 
attendance at their first small group session. For partici-
pants who complete the 18-month study, a lottery will be 
drawn to randomly select winners of supermarket vouch-
ers to the value of $300, $200 and $100. In addition, all 
control group participants who complete the study will 
be entered in a lottery to win 1 of 3 x $100 supermar-
ket vouchers to reduce the risk of differential drop-out 
between study groups. Furthermore, we offer a small 
reimbursement of $20 to participants who engage with 
the process evaluation of phase 2 (peer-led blogs).

Study data will be stored on an encrypted drive to 
maintain confidentiality.  The final trial dataset will be 
accessible by the investigation team. The Project Refer-
ence Group members who are external to the research 
team will function as the Data Monitoring Committee 
(DMC). The group is comprised on representatives from 
stakeholder organisations working in tobacco control in 
addition experts in mindfulness and goal setting inter-
ventions. The primary funder will nominate a representa-
tive for an observer-only role. The group will provide 
advice on the project’s feasibility and utility for stake-
holder groups considering policy issues, translation of 
findings, and overall impact on low SES smokers. A for-
mal DMC will not be established due to the minimal risk-
levels of the interventions.

Dissemination
We intend to disseminate the results in peer-reviewed 
journal articles, press releases, and meetings with stake-
holders. Any future amendments this protocol will be 
found in the relevant trial registry.

Registration
This study has been registered with the Austral-
ian New Zealand Clinical Trials Registry (Trial ID: 
ACTRN12621000445875). The Universal Trial Number is 
U1111-1261–8951.

Discussion
To our knowledge, this study will be the first to com-
pare the efficacy of smoking cessation interventions 
that are designed to address resilience for low SES 

smokers, which have been identified by them as accept-
able. It will use a randomised controlled trial method 
in an online delivery format and include peer mentors 
from the same SES group. The inclusion of psycho-
logical and other measures will facilitate exploration of 
the mechanisms of impact, with a particular focus on 
the importance of resilience. We expect that the com-
prehensive picture describing change over time and 
in response to different interventions, in tandem with 
the process evaluation, will allow us to determine both 
efficacy and barriers to translation. If efficacy is estab-
lished, knowledge of barriers will enable us to further 
tailor the content and administration of the interven-
tions. By intervening within the framework of the 
Psychosocial Model of Resilience, we are applying a 
promising new paradigm to a prominent and inequita-
ble public health problem.

We anticipate several difficulties. Most notably, the 
interventions will be administered online rather than 
face-to-face due to social restrictions imposed by the 
COVID-19 pandemic. This constraint raises questions 
over the generalisability for face-to-face setting and 
accessibility to those without ready access to the inter-
net. Nonetheless, testing the efficacy of the interventions 
in an online setting is important because it reflects real 
world changes in the way services are provided and sup-
ports the inclusion of geographically remote participants. 
There is evidence that online interventions are effective 
for addiction treatment (including smoking [70]), and 
furthermore, there is growing evidence that internet-
based CBT can be equivalent to face-to-face CBT in 
treating a range of psychological problems. [71] Other 
potential problems raised by the online delivery are lower 
adherence with intervention protocols and higher drop-
out rates. [72] We will try to improve adherence with 
text message reminders of session times and in-session 
reminders to complete homework. For the two mind-
fulness-based interventions, the addition of a recently 
developed smartphone application provides a simple 
and user-friendly access route that encourages the com-
pletion of homework. We will address the possible attri-
tion bias by using a modified intention-to-treat analysis 
protocol, whereby participants who drop out of the study 
will continue to be followed for data collection purposes. 
We will only request data from participants who have 
completed the baseline survey.

To summarise, this study aims to test the efficacy of 
mindfulness and goal-setting interventions with low 
SES smokers. We will examine the practical application 
of the interventions to low SES smokers by performing a 
process evaluation and assessing cost-effectiveness and 
cost-utility. We expect that our assets-based approach 
to smoking cessation can guide future public health 
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programs to reduce the prevalence of smoking-related 
health problems and ameliorate the socioeconomic ineq-
uities which continue to be associated with smoking.

Abbreviations
DMC	� Data monitoring committee
CBT	� Cognitive behavioural therapy
MiCBT	� Mindfulness-integrated cognitive behavioural therapy
MT	� Mindfulness training
QALY	� Quality adjusted life year
SACHREC	� Southern Adelaide Clinical Human Research Ethics Committee
SES	� Socioeconomic status
SMART​	� Specific, measurable, attainable, realistic, time-bound
SRG	� Setting realistic goal

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s13722-​022-​00355-w.

Additional �le�1. SPIRIT Checklist.

Additional �le�2. Consent Form.

Acknowledgements
We acknowledge Dr. Bruno Cayoun of the MiCBT Institute for contributions to 
the implementation of MiCBT and the provision of materials to assess facilita-
tor competence.

Author contributions
GT and PW (trial sponsor) conceived of the study, and GT, PW, EM, SL, CW and 
EM initiated the study design. E. Mortimer led implementation and RD helped 
with implementation, and JK and RW provided statistical expertise. All authors 
contributed to refinement of the study protocol and all authors read and 
approved the final manuscript. We have no conflicts of interest to declare.

Funding
This project was supported by Grant 1182598 awarded through the 2019 
Priority-driven Collaborative Cancer Research Scheme and funded by Cancer 
Australia (government body). The funder has had no role in the design of the 
study, the decision to publish this or future papers, and will have no role in 
data collection/analysis.

Availability of data and materials
Deidentified data will be available from though the ANZCTR.

Declarations

Ethics approval and consent to participate
This study was approved by the Southern Adelaide Clinical Human Research 
Ethics Committee (SACHREC; number 270.19). All participants provide 
informed consent prior to enrolment (see additional file 2).

Consent for publication
Not applicable.

Competing interests
The authors have no competing interests to declare.

Author details
1 Research Centre for Public Health, Equity and Human Flourishing, Torrens 
University Australia, 88 Wakefield St, Adelaide, SA 8000, Australia. 2 College 
of Medicine and Public Health, Flinders University, Bedford Park, SA, Australia. 
3 The Stretton Institute, The University of Adelaide, Adelaide, SA, Australia. 
4 School of Psychology and Public Health, La Trobe University, Bundoora, VIC, 

Australia. 5 Olivia Newton‑John Cancer Wellness and Research Centre, Austin 
Health, Heidelberg, VIC, Australia. 

Received: 15 July 2022   Accepted: 5 December 2022

References
	1.	 World Health Organization. WHO report on the global tobacco epi-

demic, 2019: Offer help to quit tobacco use, Licence No.: CC BY-NC-SA 
3.0 IGO. Geneva: World Health Organization; 2019.

	2.	 Owen AJ, Maulida SB, Zomer E, Liew D. Productivity burden of smoking 
in Australia: a life table modelling study. Tob Control. 2019;28(3):297–
304. https://​doi.​org/​10.​1136/​tobac​cocon​trol-​2018-​054263.

	3.	 Goodchild M, Nargis N, d’Espaignet ET. Global economic cost of 
smoking-attributable diseases. Tob Control. 2018;27(1):58–64. https://​
doi.​org/​10.​1136/​tobac​cocon​trol-​2016-​053305.

	4.	 Hiscock R, Bauld L, Amos A, Fidler JA, Munafò M. Socioeconomic status 
and smoking: a review. Ann NY Acad Sci. 2012;1248(1):107–23. https://​
doi.​org/​10.​1111/j.​1749-​6632.​2011.​06202.x.

	5.	 Shavers VL. Measurement of socioeconomic status in health disparities 
research. J Natl Med Assoc. 2007;99:1013.

	6.	 David A, Esson K, Perucic A-M, Fitzpatrick C. Tobacco use: equity and 
social determinants. In: Blas E, Kurup AS, editors. Equity, social determi-
nants and public health programmes. Geneva: World Health Organiza-
tion; 2010. p. 199–218.

	7.	 Chen A, Machiorlatti M, Krebs NM, Muscat JE. Socioeconomic differences 
in nicotine exposure and dependence in adult daily smokers. BMC Public 
Health. 2019;19(1):375. https://​doi.​org/​10.​1186/​s12889-​019-​6694-4.

	8.	 Siahpush M, McNeill A, Borland R, Fong G. Socioeconomic variations 
in nicotine dependence, self-efficacy, and intention to quit across four 
countries: findings from the International Tobacco Control (ITC) Four 
Country Survey. Tob Control. 2006;15(suppl 3):iii71–5. https://​doi.​org/​10.​
1136/​tc.​2004.​008763.

	9.	 Kotz D, West R. Explaining the social gradient in smoking cessation: it’s 
not in the trying, but in the succeeding. Tob Control. 2009;18(1):43–6. 
https://​doi.​org/​10.​1136/​tc.​2008.​025981.

	10.	 Hodder RK, Freund M, Bowman J, Wolfenden L, Campbell E, Wye P, et al. 
A cluster randomised trial of a school-based resilience intervention to 
decrease tobacco, alcohol and illicit drug use in secondary school stu-
dents: study protocol. BMC Public Health. 2012;12(1):1–8. https://​doi.​org/​
10.​1186/​1471-​2458-​12-​1009.

	11.	 Lawn S, Hersh D, Ward PR, Tsourtos G, Muller R, Winefield A, et al. ‘I just 
saw it as something that would pull you down, rather than lift you 
up’: resilience in never-smokers with mental illness. Health Educ Res. 
2011;26(1):26–38. https://​doi.​org/​10.​1093/​her/​cyq065.

	12.	 Tsourtos G, Ward PR, Lawn S, Winefield AH, Hersh D, Coveney J. Is resil-
ience relevant to smoking abstinence for Indigenous Australians? Health 
Promot Int. 2014;30(1):64–76. https://​doi.​org/​10.​1093/​heapro/​dau087.

	13.	 Tsourtos G, Ward PR, Muller R, Lawn S, Winefield AH, Hersh D, et al. The 
importance of resilience and stress to maintaining smoking abstinence 
and cessation: a qualitative study in Australia with people diagnosed with 
depression. Health Soc Care Community. 2011;19(3):299–306. https://​doi.​
org/​10.​1111/j.​1365-​2524.​2010.​00973.x.

	14.	 Wang Y, Chen X, Gong J, Yan Y. Relationships between stress, negative 
emotions, resilience, and smoking: testing a moderated mediation 
model. Subst Use Misuse. 2016;51(4):427–38. https://​doi.​org/​10.​3109/​
10826​084.​2015.​11101​76.

	15.	 Ward PR, Muller R, Tsourtos G, Hersh D, Lawn S, Winefield AH, et al. 
Additive and subtractive resilience strategies as enablers of biographical 
reinvention: A qualitative study of ex-smokers and never-smokers. Soc Sci 
Med. 2011;72(7):1140–8. https://​doi.​org/​10.​1016/j.​socsc​imed.​2011.​01.​023.

	16.	 Deveson A. Resilience. Crows nest. New South Wales: Allen & Unwin; 
2003.

	17.	 Muller R, Ward PR, Winefield T, Tsourtos G, Lawn S. The importance of 
resilience to primary care practitioners: an interactice psycho-social 
model. Aust Med J. 2009;2(1):1–15. https://​doi.​org/​10.​4066/​AMJ.​2009.​23.

https://doi.org/10.1186/s13722-022-00355-w
https://doi.org/10.1186/s13722-022-00355-w
https://doi.org/10.1136/tobaccocontrol-2018-054263
https://doi.org/10.1136/tobaccocontrol-2016-053305
https://doi.org/10.1136/tobaccocontrol-2016-053305
https://doi.org/10.1111/j.1749-6632.2011.06202.x
https://doi.org/10.1111/j.1749-6632.2011.06202.x
https://doi.org/10.1186/s12889-019-6694-4
https://doi.org/10.1136/tc.2004.008763
https://doi.org/10.1136/tc.2004.008763
https://doi.org/10.1136/tc.2008.025981
https://doi.org/10.1186/1471-2458-12-1009
https://doi.org/10.1186/1471-2458-12-1009
https://doi.org/10.1093/her/cyq065
https://doi.org/10.1093/heapro/dau087
https://doi.org/10.1111/j.1365-2524.2010.00973.x
https://doi.org/10.1111/j.1365-2524.2010.00973.x
https://doi.org/10.3109/10826084.2015.1110176
https://doi.org/10.3109/10826084.2015.1110176
https://doi.org/10.1016/j.socscimed.2011.01.023
https://doi.org/10.4066/AMJ.2009.23


Page 12 of 13De Zylva et al. Addiction Science & Clinical Practice            (2023) 18:7 

	18.	 Businelle MS, Kendzor DE, Reitzel LR, Costello TJ, Cofta-Woerpel L, Li Y, 
et al. Mechanisms linking socioeconomic status to smoking cessation: a 
structural equation modeling approach. Health Psychol. 2010;29(3):262. 
https://​doi.​org/​10.​1037/​a0019​285.

	19.	 Reid JL, Hammond D, Boudreau C, Fong GT, Siahpush M. Socioeconomic 
disparities in quit intentions, quit attempts, and smoking abstinence 
among smokers in four western countries: findings from the International 
Tobacco Control Four Country survey. Nicotine Tob Res. 2010;12(suppl 
1):S20–33. https://​doi.​org/​10.​1093/​ntr/​ntq051.

	20.	 Rundmo T, Smedslund G, Götestam KG. Motivation for smoking cessation 
among the Norwegian public. Addict Behav. 1997;22(3):377–86. https://​
doi.​org/​10.​1016/​S0306-​4603(96)​00056-1.

	21.	 Smit ES, Fidler JA, West R. The role of desire, duty and intention in predict-
ing attempts to quit smoking. Addiction. 2011;106(4):844–51. https://​doi.​
org/​10.​1111/j.​1360-​0443.​2010.​03317.x.

	22.	 Turner LR, Mermelstein R, Hitsman B, Warnecke RB. Social support as a 
moderator of the relationship between recent history of depression and 
smoking cessation among lower-educated women. Nicotine Tob Res. 
2008;10(1):201–12. https://​doi.​org/​10.​1080/​14622​20070​17677​38.

	23.	 Michie S, Jochelson K, Markham WA, Bridle C. Low-income groups and 
behaviour change interventions: a review of intervention content, effec-
tiveness and theoretical frameworks. J Epidemiol Community Health. 
2009;63(8):610–22. https://​doi.​org/​10.​1136/​jech.​2008.​078725.

	24.	 Michie S, Van Stralen MM, West R. The behaviour change wheel: a 
new method for characterising and designing behaviour change 
interventions. Implement Sci. 2011;6(1):1–12. https://​doi.​org/​10.​1186/​
1748-​5908-6-​42.

	25.	 Tsourtos G, Foley K, Ward P, Miller E, Wilson C, Barton C, et al. Using 
a nominal group technique to approach consensus on a resilience 
intervention for smoking cessation in a lower socioeconomic popula-
tion. BMC Public Health. 2019;19(1):1–15. https://​doi.​org/​10.​1186/​
s12889-​019-​7939-y.

	26.	 Black N, Johnston M, Michie S, Hartmann-Boyce J, West R, Viechtbauer W, 
et al. Behaviour change techniques associated with smoking cessation 
in intervention and comparator groups of randomized controlled trials: a 
systematic review and meta-regression. Addiction. 2020;115(11):2008–20. 
https://​doi.​org/​10.​1111/​add.​15056.

	27.	 Shoesmith E, Huddlestone L, Lorencatto F, Shahab L, Gilbody S, Ratschen 
E. Supporting smoking cessation and preventing relapse following a stay 
in a smoke-free setting: a meta-analysis and investigation of effective 
behaviour change techniques. Addiction. 2021;116(11):2978–94. https://​
doi.​org/​10.​1111/​add.​15452.

	28.	 Locke EA, Latham GP. A theory of goal setting and task performance. 
Washington: Prentice-Hall Inc; 1990.

	29.	 Bandura A. Self-efficacy: toward a unifying theory of behavioral change. 
Psychol Rev. 1977;84(2):191. https://​doi.​org/​10.​1016/​0146-​6402(78)​
90002-4.

	30.	 Maddux JE, Gosselin JT. Self-efficacy. In: Leary MR, Tangney JP, editors. 
Handbook of self and identity. 2nd ed. New York: The Guilford Press; 2012. 
p. 198–224.

	31.	 Lorencatto F, West R, Bruguera C, Brose LS, Michie S. Assessing the quality 
of goal setting in behavioural support for smoking cessation and its 
association with outcomes. Ann Behav Med. 2016;50(2):310–8. https://​
doi.​org/​10.​1007/​s12160-​015-​9755-7.

	32.	 Michie S, Churchill S, West R. Identifying evidence-based competences 
required to deliver behavioural support for smoking cessation. Ann Behav 
Med. 2011;41(1):59–70. https://​doi.​org/​10.​1007/​s12160-​010-​9235-z.

	33.	 Martinez SA, Beebe LA, Thompson DM, Wagener TL, Terrell DR, Campbell 
JE. A structural equation modeling approach to understanding pathways 
that connect socioeconomic status and smoking. PLoS ONE. 2018;13(2): 
e0192451. https://​doi.​org/​10.​1371/​journ​al.​pone.​01924​51.

	34.	 Pisinger C, Aadahl M, Toft U, Jørgensen T. Motives to quit smoking 
and reasons to relapse differ by socioeconomic status. Prev Med. 
2011;52(1):48–52. https://​doi.​org/​10.​1016/j.​ypmed.​2010.​10.​007.

	35.	 Twyman L, Bonevski B, Paul C, Bryant J. Perceived barriers to smoking 
cessation in selected vulnerable groups: a systematic review of the quali-
tative and quantitative literature. BMJ Open. 2014;4(12): e006414. https://​
doi.​org/​10.​1136/​bmjop​en-​2014-​006414.

	36.	 Cambron C, Hopkins P, Burningham C, Lam C, Cinciripini P, Wetter DW. 
Socioeconomic status, mindfulness, and momentary associations 
between stress and smoking lapse during a quit attempt. Drug Alcohol 

Depend. 2020;209: 107840. https://​doi.​org/​10.​1016/j.​druga​lcdep.​2020.​
107840.

	37.	 Bowen S, Marlatt A. Surfing the urge: brief mindfulness-based interven-
tion for college student smokers. Psychol Addict Behav. 2009;23(4):666. 
https://​doi.​org/​10.​1037/​a0017​127.

	38.	 Vidrine JI, Businelle MS, Cinciripini P, Li Y, Marcus MT, Waters AJ, et al. 
Associations of mindfulness with nicotine dependence, withdrawal, and 
agency. Subst Abuse. 2009;30(4):318–27. https://​doi.​org/​10.​1080/​08897​
07090​32529​73.

	39.	 Vidrine JI, Spears CA, Heppner WL, Reitzel LR, Marcus MT, Cinciripini PM, 
et al. Efficacy of mindfulness-based addiction treatment (MBAT) for smok-
ing cessation and lapse recovery: a randomized clinical trial. J Consult 
Clin Psychol. 2016;84(9):824. https://​doi.​org/​10.​1037/​ccp00​00117.

	40.	 Ford P, Clifford A, Gussy K, Gartner C. A systematic review of peer-support 
programs for smoking cessation in disadvantaged groups. Int J Environ 
Res Public Health. 2013;10(11):5507–22. https://​doi.​org/​10.​3390/​ijerp​
h1011​5507.

	41.	 Bryant J, Bonevski B, Paul C, McElduff P, Attia J. A systematic review 
and meta-analysis of the effectiveness of behavioural smoking ces-
sation interventions in selected disadvantaged groups. Addiction. 
2011;106(9):1568–85. https://​doi.​org/​10.​1186/​1471-​2458-​11-​493.

	42.	 Solomon P. Peer support/peer provided services underlying processes, 
benefits, and critical ingredients. Psychiatr Rehabil J. 2004;27(4):392. 
https://​doi.​org/​10.​2975/​27.​2004.​392.​401.

	43.	 Connor KM, Davidson JR. Development of a new resilience scale: 
The Connor-Davidson resilience scale (CD-RISC). Depress Anxiety. 
2003;18(2):76–82. https://​doi.​org/​10.​1002/​da.​10113.

	44.	 Mitchell PH, Powell L, Blumenthal J, Norten J, Ironson G, Pitula CR, et al. 
A short social support measure for patients recovering from myocar-
dial infarction: the ENRICHD Social Support Inventory. J Cardiopulm 
Rehabil Prev. 2003;23(6):398–403. https://​doi.​org/​10.​1097/​00008​483-​
20031​1000-​00001.

	45.	 Owusu D, Quinn M, Wang K-S, Aibangbee J, Mamudu HM. Intentions to 
quit tobacco smoking in 14 low-and middle-income countries based 
on the transtheoretical model. Drug Alcohol Depend. 2017;178:425–9. 
https://​doi.​org/​10.​1016/j.​druga​lcdep.​2017.​05.​033.

	46.	 Davidson P, Bradbury B, Wong M, Hill T. Poverty in Australia 2020 part 
1: overview. Sydney (AU): Australian Council of Social Service and The 
University of New South Wales; 2020. Report No.: 3. 2020.

	47.	 Oikonomou MT, Arvanitis M, Sokolove RL. Mindfulness training for 
smoking cessation: a meta-analysis of randomized-controlled trials. J 
Health Psychol. 2017;22(14):1841–50. https://​doi.​org/​10.​1177/​13591​
05316​637667.

	48.	 Benowitz NL, Bernert JT, Foulds J, Hecht SS, Jacob P III, Jarvis MJ, et al. 
Biochemical verification of tobacco use and abstinence: 2019 update. 
Nicotine Tob Res. 2020;22(7):1086–97. https://​doi.​org/​10.​1093/​ntr/​
ntz132.

	49.	 Vaglio J, Conard M, Poston WS, O’Keefe J, Haddock CK, House J, et al. 
Testing the performance of the ENRICHD social support instrument in 
cardiac patients. Health Qual Life Outcomes. 2004;2(1):1–5. https://​doi.​
org/​10.​1186/​1477-​7525-2-​24.

	50.	 Spek V, Lemmens F, Chatrou M, van Kempen S, Pouwer F, Pop V. 
Development of a smoking abstinence self-efficacy question-
naire. Int J Behav Med. 2013;20(3):444–9. https://​doi.​org/​10.​1007/​
s12529-​012-​9229-2.

	51.	 Biener L, Abrams DB. The Contemplation Ladder: validation of a 
measure of readiness to consider smoking cessation. Health Psychol. 
1991;10(5):360. https://​doi.​org/​10.​1037/​0278-​6133.​10.5.​360.

	52.	 Cohen S, Kamarck T, Mermelstein R. Perceived stress scale. Measur-
ing stress: a guide for health and social scientists. J Health Soc Behav. 
1994;10(2):1–2. https://​doi.​org/​10.​2307/​21364​04.

	53.	 Lee E-H. Review of the psychometric evidence of the perceived stress 
scale. Asian Nurs Res. 2012;6(4):121–7. https://​doi.​org/​10.​1016/j.​anr.​2012.​
08.​004.

	54.	 Anwer S, Manzar MD, Alghadir AH, Salahuddin M, Hameed UA. Psycho-
metric analysis of the perceived stress scale among healthy university 
students. Neuropsychiatr Dis Treat. 2020;16:2389–96. https://​doi.​org/​10.​
2147/​NDT.​S2685​82.

	55.	 Denovan A, Dagnall N, Dhingra K, Grogan S. Evaluating the Perceived 
Stress Scale among UK university students: implications for stress 

https://doi.org/10.1037/a0019285
https://doi.org/10.1093/ntr/ntq051
https://doi.org/10.1016/S0306-4603(96)00056-1
https://doi.org/10.1016/S0306-4603(96)00056-1
https://doi.org/10.1111/j.1360-0443.2010.03317.x
https://doi.org/10.1111/j.1360-0443.2010.03317.x
https://doi.org/10.1080/14622200701767738
https://doi.org/10.1136/jech.2008.078725
https://doi.org/10.1186/1748-5908-6-42
https://doi.org/10.1186/1748-5908-6-42
https://doi.org/10.1186/s12889-019-7939-y
https://doi.org/10.1186/s12889-019-7939-y
https://doi.org/10.1111/add.15056
https://doi.org/10.1111/add.15452
https://doi.org/10.1111/add.15452
https://doi.org/10.1016/0146-6402(78)90002-4
https://doi.org/10.1016/0146-6402(78)90002-4
https://doi.org/10.1007/s12160-015-9755-7
https://doi.org/10.1007/s12160-015-9755-7
https://doi.org/10.1007/s12160-010-9235-z
https://doi.org/10.1371/journal.pone.0192451
https://doi.org/10.1016/j.ypmed.2010.10.007
https://doi.org/10.1136/bmjopen-2014-006414
https://doi.org/10.1136/bmjopen-2014-006414
https://doi.org/10.1016/j.drugalcdep.2020.107840
https://doi.org/10.1016/j.drugalcdep.2020.107840
https://doi.org/10.1037/a0017127
https://doi.org/10.1080/08897070903252973
https://doi.org/10.1080/08897070903252973
https://doi.org/10.1037/ccp0000117
https://doi.org/10.3390/ijerph10115507
https://doi.org/10.3390/ijerph10115507
https://doi.org/10.1186/1471-2458-11-493
https://doi.org/10.2975/27.2004.392.401
https://doi.org/10.1002/da.10113
https://doi.org/10.1097/00008483-200311000-00001
https://doi.org/10.1097/00008483-200311000-00001
https://doi.org/10.1016/j.drugalcdep.2017.05.033
https://doi.org/10.1177/1359105316637667
https://doi.org/10.1177/1359105316637667
https://doi.org/10.1093/ntr/ntz132
https://doi.org/10.1093/ntr/ntz132
https://doi.org/10.1186/1477-7525-2-24
https://doi.org/10.1186/1477-7525-2-24
https://doi.org/10.1007/s12529-012-9229-2
https://doi.org/10.1007/s12529-012-9229-2
https://doi.org/10.1037/0278-6133.10.5.360
https://doi.org/10.2307/2136404
https://doi.org/10.1016/j.anr.2012.08.004
https://doi.org/10.1016/j.anr.2012.08.004
https://doi.org/10.2147/NDT.S268582
https://doi.org/10.2147/NDT.S268582


Page 13 of 13De Zylva et al. Addiction Science & Clinical Practice            (2023) 18:7 	

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

measurement and management. Stud High Educ. 2019;44(1):120–33. 
https://​doi.​org/​10.​1080/​03075​079.​2017.​13404​45.

	56.	 Heatherton TF, Kozlowski LT, Frecker RC, Fagerstrom KO. The Fagerström 
test for nicotine dependence: a revision of the Fagerstrom Tolerance 
Questionnaire. Br J Addict. 1991;86(9):1119–27. https://​doi.​org/​10.​1111/j.​
1360-​0443.​1991.​tb018​79.x.

	57.	 Meneses-Gaya IC, Zuardi AW, Loureiro SR, Crippa JA. Psychometric prop-
erties of the Fagerström test for nicotine dependence. J Bras Pneumol. 
2009;35:73–82. https://​doi.​org/​10.​1590/​S1806-​37132​00900​01000​11.

	58.	 Battersby MW, Ask A, Reece MM, Markwick MJ, Collins JP. A case study 
using the" problems and goals approach" in a coordinated care trial: SA 
HealthPlus. Aust J Prim Health. 2001;7(3):45–8. https://​doi.​org/​10.​1071/​
PY010​45.

	59.	 Hurn J, Kneebone I, Cropley M. Goal setting as an outcome measure: a 
systematic review. Clin Rehabil. 2006;20(9):756–72. https://​doi.​org/​10.​
1177/​02692​15506​070793.

	60.	 Rogers HT, Shires AG, Cayoun BA. Development and Validation of the 
Equanimity Scale-16. Mindfulness. 2021;12:107–20. https://​doi.​org/​10.​
1007/​s12671-​020-​01503-6.

	61.	 The EuroQol Group. EuroQol-a new facility for the measurement of 
health-related quality of life. Health Policy. 1990;16(3):199–208. https://​
doi.​org/​10.​1016/​0168-​8510(90)​90421-9.

	62.	 Feng Y-S, Kohlmann T, Janssen MF, Buchholz I. Psychometric proper-
ties of the EQ-5D-5L: a systematic review of the literature. Qual Life Res. 
2021;30:647–73. https://​doi.​org/​10.​1007/​s11136-​020-​02688-y.

	63.	 Meyer S, Ward P. ‘How to’use social theory within and throughout qualita-
tive research in healthcare contexts. Sociol Compass. 2014;8(5):525–39. 
https://​doi.​org/​10.​1111/​soc4.​12155.

	64.	 Matsumoto M, Nishimura T. Mersenne twister: a 623-dimensionally 
equidistributed uniform pseudo-random number generator. ACM Trans 
Model Comput Simul. 1998;8(1):3–30. https://​doi.​org/​10.​1145/​272991.​
272995.

	65.	 The Royal Australian College of General Practitioners. Supporting smok-
ing cessation: a guide for health professionals. East Melbourne: RACGP; 
2019.

	66.	 Cayoun BA. Mindfulness-integrated CBT. Hoboken: Wiley-Blackwell; 2011.
	67.	 Skinner BF. Two types of conditioned reflex: a reply to Konorski and Miller. 

J Gen Psychol. 1937;16(1):272–9. https://​doi.​org/​10.​1080/​00221​309.​1937.​
99179​51.

	68.	 Flinders Program. The Flinders Chronic Condition Management Program 
information paper. https://​www.​flind​erspr​ogram.​com.​au/​about/​infor​
mation-​paper. Accessed 30 Feb 2022.

	69.	 Statacorp. Stata Statistical Software: Release 17. College Station: Stata-
Corp LLC; 2021.

	70.	 Gainsbury S, Blaszczynski A. A systematic review of Internet-based 
therapy for the treatment of addictions. Clin Psychol Rev. 2011;31(3):490–
8. https://​doi.​org/​10.​1016/j.​cpr.​2010.​11.​007.

	71.	 Carlbring P, Andersson G, Cuijpers P, Riper H, Hedman-Lagerlöf E. 
Internet-based vs. face-to-face cognitive behavior therapy for psychiatric 
and somatic disorders: an updated systematic review and meta-analysis. 
Cogn Behav Ther. 2018;47(1):1–18. https://​doi.​org/​10.​1080/​16506​073.​
2017.​14011​15.

	72.	 Wangberg SC, Bergmo TS, Johnsen JAK. Adherence in Internet-based 
interventions. Patient Prefer Adherence. 2008;2:57–65.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1080/03075079.2017.1340445
https://doi.org/10.1111/j.1360-0443.1991.tb01879.x
https://doi.org/10.1111/j.1360-0443.1991.tb01879.x
https://doi.org/10.1590/S1806-37132009000100011
https://doi.org/10.1071/PY01045
https://doi.org/10.1071/PY01045
https://doi.org/10.1177/0269215506070793
https://doi.org/10.1177/0269215506070793
https://doi.org/10.1007/s12671-020-01503-6
https://doi.org/10.1007/s12671-020-01503-6
https://doi.org/10.1016/0168-8510(90)90421-9
https://doi.org/10.1016/0168-8510(90)90421-9
https://doi.org/10.1007/s11136-020-02688-y
https://doi.org/10.1111/soc4.12155
https://doi.org/10.1145/272991.272995
https://doi.org/10.1145/272991.272995
https://doi.org/10.1080/00221309.1937.9917951
https://doi.org/10.1080/00221309.1937.9917951
https://www.flindersprogram.com.au/about/information-paper
https://www.flindersprogram.com.au/about/information-paper
https://doi.org/10.1016/j.cpr.2010.11.007
https://doi.org/10.1080/16506073.2017.1401115
https://doi.org/10.1080/16506073.2017.1401115

