University of Rhode Island

DigitalCommons@URI
Psychology Faculty Publications

Psychology

10-5-2011

Working Inside for Smoking Elimination (Project W.I.S.E.) Study
Design and Rationale to Prevent Return to Smoking After Release
from a Smoke Free Prison
Jennifer G. Clarke
Rosemarie A. Martin
L.A.R. Stein
University of Rhode Island, larstein@uri.edu

Cheryl E. Lopes
Jennifer Mello

See next page for additional authors
Follow this and additional works at: https://digitalcommons.uri.edu/psy_facpubs

Creative Commons License
This work is licensed under a Creative Commons Attribution 2.0 License.
Citation/Publisher Attribution
Clarke et al: Working Inside for Smoking Elimination (Project W.I.S.E.) study design and rationale to
prevent return to smoking after release from a smoke free prison. BMC Public Health 2011 11:767. doi:
10.1186/1471-2458-11-767
Available at: http://dx.doi.org/10.1186/1471-2458-11-767

This Article is brought to you for free and open access by the Psychology at DigitalCommons@URI. It has been
accepted for inclusion in Psychology Faculty Publications by an authorized administrator of DigitalCommons@URI.
For more information, please contact digitalcommons@etal.uri.edu.

Authors
Jennifer G. Clarke, Rosemarie A. Martin, L.A.R. Stein, Cheryl E. Lopes, Jennifer Mello, Peter Friedmann,
and Beth Bock

This article is available at DigitalCommons@URI: https://digitalcommons.uri.edu/psy_facpubs/12

Clarke et al. BMC Public Health 2011, 11:767
http://www.biomedcentral.com/1471-2458/11/767

STUDY PROTOCOL

Open Access

Working Inside for Smoking Elimination (Project
W.I.S.E.) study design and rationale to prevent
return to smoking after release from a smoke
free prison
Jennifer G Clarke1,2*, Rosemarie A Martin3, LAR Stein4, Cheryl E Lopes5, Jennifer Mello6, Peter Friedmann7 and
Beth Bock8

Abstract
Background: Incarcerated individuals suffer disproportionately from the health effects of tobacco smoking due to
the high smoking prevalence in this population. In addition there is an over-representation of ethnic and racial
minorities, impoverished individuals, and those with mental health and drug addictions in prisons. Increasingly,
prisons across the U.S. are becoming smoke free. However, relapse to smoking is common upon release from
prison, approaching 90% within a few weeks. No evidence based treatments currently exist to assist individuals to
remain abstinent after a period of prolonged, forced abstinence.
Methods/Design: This paper describes the design and rationale of a randomized clinical trial to enhance smoking
abstinence rates among individuals following release from a tobacco free prison. The intervention is six weekly
sessions of motivational interviewing and cognitive behavioral therapy initiated approximately six weeks prior to
release from prison. The control group views six time matched videos weekly starting about six weeks prior to
release. Assessments take place in-person 3 weeks after release and then for non-smokers every 3 months up to 12
months. Smoking status is confirmed by urine cotinine.
Discussion: Effective interventions are greatly needed to assist these individuals to remain smoke free and reduce
health disparities among this socially and economically challenged group.
Trial Registration: NCT01122589

Background
Tobacco use contributes to over 400,000 deaths
annually [1]. It is a major contributor to both cancer and
heart disease risk, and is the leading cause of preventable
morbidity, mortality and health expense in the United
States [2]. There is an estimated $157 billion in annual
health related and economic costs [2]. Quitting smoking
reduces the risks of developing smoking related illnesses
as well as the morbidity and mortality associated with
these illnesses.
In 2009 approximately 46.6 million American adults
smoked, an overall prevalence of 20.6% [3]. The prevalence
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of smoking is much higher among incarcerated populations. Across the U.S. tobacco use among prisoners is
approximately three times that of the general population, [4] and in some areas is even higher. For example
approximately 80% of the women incarcerated in RI
smoked prior to incarceration [5]. Moreover, incarcerated
populations suffer disproportionately from health disparities due to tobacco associated illnesses, as minorities,
poor, mentally ill and illicit substance using individuals are
all overrepresented in correctional facilities. With approximately 9 million Americans passing through correctional
institutions annually and an average daily population of
over 2 million, there are multiple opportunities to address
the smoking cessation needs of this high risk and underserved population [6].
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Since the announcement of the negative health consequences of second hand smoke, correctional facilities are
increasingly becoming tobacco free. The Rhode Island
Department of Corrections (RI DOC) has been tobacco
free since February 2003, with no tobacco products
allowed anywhere on grounds by inmates or staff. However, the majority of inmates return to smoking as soon
as they are released back into the community [7].
Few data are available on relapse prevention interventions delivered after extended periods of forced tobacco
abstinence. Medications for smoking cessation are unlikely
to be effective as people in this situation have already completed nicotine withdrawal. One approach that has
demonstrated efficacy and effectiveness for assisting in
smoking cessation and maintenance is cognitive behavioral
therapy (CBT) [8,9]. This approach teaches skills that
enhance the individual’s ability to cope with challenges
and remain smoke free. However, CBT is limited in its
applicability to the prison setting, in that some skills
(delaying time between cigarettes, self-monitoring smoking patterns) cannot be practiced in a smoke free facility.
Moreover, skills-based approaches may be moot for individuals who may not be motivated to learn and implement
skills. Thus, we chose to enhance a CBT-based intervention with additional sessions of Motivational Interviewing
(MI), to enhance interest in remaining smoke free so that
skills will be learned and utilized post-release from incarceration [10,11]. This study is designed to evaluate the
effects of an Intensive Behavioral Intervention (IBI, which
combines MI+CBT) on post-release smoking abstinence
rates as well as motivation to remain abstinent among a
population of incarcerated men and women who had
smoked prior to incarceration and are scheduled to be
released.

Methods/Design
Design

The study design is a randomized, controlled trial comparing two groups: 1) six sessions of individual MI and
CBT counseling (IBI) and 2) six general wellness videos
(Control). Participants are recruited and randomly
assigned to either the IBI or time-equivalent control condition eight weeks prior to their release date from a
smoke free prison. Those randomized to IBI will receive
two MI and four CBT sessions in prison (1 session per
week) as well as two brief (approximately 15 minutes) telephone counseling sessions after their release. Assessments are conducted in person at baseline, by phone 24
hours and 7 days after release, and in person at the final
three week post-release follow up. This study is approved
by the Memorial Hospital of RI Institutional Review
Board, the Office for Human Research Protections and
the Medical Research Advisory Group at the RI DOC.
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Sample Size Considerations

Sample size was selected to permit analysis of the primary research questions at an alpha of .05 one-tailed and
a power level of at least .80. The primary dependent variable used in the power analysis is point-prevalence abstinence (self-report of 7-day abstinence confirmed by
cotinine, per Hughes) [12]. Based on three Cochrane
Database of Systematic Reviews [13-15] and a very extensive meta-analysis of approximately 8,700 studies that
addressed assessment and treatment of tobacco dependence [13,16] we used 23% abstinence as the estimate of
abstinence in the intervention Group. We used a conservative estimate of abstinence of 14% for the control
group for a sample size requirement of 235 per group.
We planned for an interim analysis after 200 participants
were recruited as one study found that 97% of inmates
return to tobacco use with no treatment by six months
following release [17].
Participant recruitment

Potential participants are recruited by Research Assistants (RAs) in the housing units at the RI DOC sentenced
women’s facilities and men’s medium security facility.
RAs will identify themselves as research staff (not RI
DOC staff) and inform potential participants that study
participation is completely voluntary and does not affect
any privileges at the facility including probation or parole
status. The planning and research unit of the RI DOC
provides a weekly list of all inmates scheduled to be
released. RAs review the list for all inmates scheduled to
be released within the next eight weeks and call them
individually to a private area to be informed about the
study. Individuals who are interested in participating are
screened for eligibility. Both men and women are eligible
to participate if they are 18 years or older, smoked at
least ten cigarettes per day prior to incarceration, speak
English, and are scheduled to be released within eight
weeks of study enrollment. Eligible individuals are given
a consent form to review and the RA explains the study.
If eligible and willing to participate in the study, the
informed consent process is completed (study explained,
consent form read to the individual, questions answered
and forms signed). The RA provides all participants with
an American Heart Association smoking cessation
pamphlet, a list of community resources and study contact information. A 60 minute computer assisted questionnaire is administered to all participants at baseline,
prior to any intervention activities.
Procedures

After the baseline assessment is completed participants
are randomly assigned to either IBI or Control. Randomization is stratified by gender, the amount of cigarettes
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smoked in the thirty days prior to incarceration (less
than 20 cigarettes a day vs. 20 or more cigarettes a day),
and post release smoking plans. Plans to remain tobacco
abstinent are assessed with a single question “Which
ONE statement BEST describes your plans for smoking?“
with low levels of planning to remain abstinent including responses “I plan to smoke when I get out of here
and I never plan to quit” to “I will probably smoke
when I get out of here”. High levels of planning to
remain abstinent include responses ranging from
“I probably won’t smoke when I get out of here” to
“I have made plans to not smoke when I get out and I
will never smoke again.” Randomization is concealed
and takes place independently of the RAs. IBI counseling and Control video sessions are scheduled weekly,
however, if a release date is moved forward then the frequency of sessions or videos is increased such that all
six are completed prior to the participant’s release.
Interventions
IBI

Intervention sessions are conducted over an approximately six week period prior to release. Participants
randomized to IBI receive six counseling sessions, while
still incarcerated. In sessions one and six the participant
receives MI counseling and in sessions 2-5 the participants receive CBT counseling. Sessions are delivered by
RAs who have undergone intensive training with experts
in MI and CBT. Supervision is conducted twice monthly
to ensure continued adherence and competence with the
MI and CBT protocols. Sessions last between 30 and 60
minutes depending on the needs of the participants. The
research counselors’ therapeutic style and protocol are
based on the principles of MI, with a focus on empathy,
not arguing, developing discrepancy, self-efficacy, and
personal choice[18]. Sections of the MI include developing rapport, exploration of motivation (pros and cons),
personalized assessment feedback, and establishing goals.
The final MI session mirrors the first session, but adds
additional emphasis on re-assessing and increasing motivation to be smoke-free with release date approaching.
With participant permission, a quit plan is developed
with post-release goals, reasons for goals, specific actions
and supports, and possible barriers to goals and solutions. Participants who do not wish to develop goals are
thanked for their time, counselors acknowledge that only
the participant is able to make a decision regarding his/
her commitment to smoking abstinence, and these participants are invited to use the information provided in the
counseling sessions in the future if they would like.
The CBT sessions are delivered using a standardized
program manual and work sheets to ensure consistent
delivery of content. CBT sessions teach smokers to recognize specific environmental and affective events (“triggers“)
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that occur prior to smoking and to identify behavioral and
cognitive strategies to cope with these triggers. Participants are provided with information on numerous strategies to assist with maintaining smoking abstinence and
renewing cessation in case of relapse. These strategies
include avoiding trigger situations (e.g., temporarily avoiding drinking coffee), altering these situations (e.g., drinking
juice instead of coffee), and engaging in an alternative
behavior (e.g., going for a walk, or practicing deep breathing instead of smoking). Additional brief telephone sessions are conducted at approximately 24 hours and 7 days
after the individual’s release. These sessions included elements of both MI and CBT in an effort to re-evaluate and
establish motivation and use of skills after release.
Control

Individuals randomized to the Control condition watched
a series of videos weekly to match the IBI condition on
time spent and frequency of contact. The control videos
are between 30 and 60 minutes long and include a variety
of health related topics (1. “Managing Chronic Pain,” 2.
“Managing Migraines,” 3. “Managing Respiratory Infections,” 4. & 5. “Super Size Me,” 6. “Know your Numbers”). To maintain frequency and duration of contact,
telephone calls are scheduled for approximately 24 hours
and 7 days after release, and are used assessment of
smoking status only (no intervention is administered).
Quality Control

All intervention sessions are audio recorded and a random
20% are reviewed and scored for intervention content. The
MI sessions are scored using the MITI 3.1 [19] for MI
compliance, and CBT sessions are independently scored to
ensure scheduled content is adequately covered in each
session. RAs receive two group supervision sessions a
month; one for CBT and one for MI.
Measures

Participants complete full assessments at baseline and at
three week follow up, and brief assessments of smoking
status at 24 hours and 7 days post-release. Audio Computer-Assisted Self-Interviews (A-CASI) are used to collect
information at baseline and the week three follow up.
With A-CASI, survey respondents listen to questions on
headphones, see them on a computer screen, and answer
them directly on the computer. The RA is available to
assist in case of technical difficulties and to answer participant questions. The full assessment battery takes about 60
minutes to complete and includes demographic variables,
smoking history and nicotine dependence assessed by the
Fagerstrom Test for Nicotine Dependence [20]. Smoking
decisional balance is assessed with The Decisional Balance
Scale (short form) a six item measure of the pros and cons
of smoking [21]. Smoking cessation self-efficacy is assessed
using the nine-item short form of the Smoking Situations
Confidence questionnaire [22]. Motivation to remain
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tobacco free is assessed with the Contemplation Ladder, [23] modified to account for the smoke free environment. The four-item Perceived Stress Scale (PSS) [24] is
used to document subjective increases in stress. Substance
use is evaluated with the Addiction Severity Index
(ASI), [25,26] and depressive symptoms with the 10-item
Center for Epidemiologic Studies Depression Scale CESD [27]. Reviews of prison records are done to obtain the
number of days between incarceration and release as well
as the number of prior incarcerations. At the three week
follow up a urine sample is obtained to test for Cotinine,
THC (marijuana), cocaine, PCP, opiates, methamphetamines, methadone, amphetamines, barbiturates, benzodiazepines and MDMA ("ecstasy”).
A brief questionnaire is administered to assess for
changes in motivation to quit, stress and depression. A
detailed timeline follow back (TLFB) of the time since
release is administered to assess tobacco use as well as
drug and alcohol use, living situation and a detailed history
the situation leading to the first cigarette if a relapse
occurs. For participants who are smoke free at three
weeks, monthly phone surveys are completed to assess
continuous abstinence and in-person follow ups are scheduled for three and six months post-release to biologically
confirm the smoking status.
Outcomes

The primary outcomes of this study are smoking abstinence rates post release as well as number of days to first
cigarette after release. Seven day point-prevalence abstinence will be determined by combining self-reported
tobacco use over the prior seven days and urine cotinine
assays (below 200 ng/ml versus 200 or above). Participants
with self-reported abstinence and cotinine levels below the
cut-off will be classified as abstinent. Participants lost to
follow-up will be considered non-abstinent. A secondary
analysis will examine the effect of length of forced abstinence on quit rates.
Time plan

The development of this program began in August of
2009 and was finished in February 2010. Participant
recruitment started in March 2010 and is ongoing with
plans to complete the study in August 2011.
Planned Analyses
Overview

All analyses will be based on intent to treat; participants
who receive their assignment to condition will be used in
analyses [28]. The primary hypothesis of the study will be
tested using generalized estimating equations (GEE) [29].
We will test whether IBI will result in significantly more
seven-day point-prevalence compared to Control. We
will also analyze three secondary smoking variables:
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(1) percent days abstinent post release; (2) average number of cigarettes/day; and (3) number of days to first
cigarette after release. We will use mixed effects models
for the secondary smoking outcomes and will covary the
same variables assessed at baseline. We will also examine
substance use outcomes by calculating the percents days
used other drugs and alcohol from the ASI. We will test
the effects of varying lengths of forced abstinence (incarceration) on tobacco quit rates (seven-day point prevalence) using GEE. Our hypothesis is that, regardless of
intervention condition, longer incarcerations will be associated with greater quit rates at 3 weeks post release. For
this analysis the length of forced abstinence (in days) calculated from first date of incarceration to date of release
will be used to predict seven-day point-prevalence.
Further analyses will examine the effects of IBI on
smoking outcomes is attributable to potential moderators and if the relationship between IBI and smoking
outcome is mediated by relevant variables [30,31] We
will test the following potential mediators: education,
race/ethnicity, motivation to quit smoking and smoking
related illnesses.
In terms of moderators, we expect that IBI will have an
especially strong positive effect on smoking outcomes,
relative to Control, in the presence of older age, high
levels of stress, living with a smoker, homelessness,
depression/anxiety disorders, male gender, nicotine
dependence, lower SES and social support.

Discussion
If this intervention is efficacious, it can address the
important issue of how to maintain smoking cessation
after forced abstinence due to incarceration. Once
released from a smoke free environment (incarceration,
basic military training, substance abuse treatment or psychiatric facility) the vast majority of smokers immediately
start smoking again [7,32-34]. Hence, despite forced
abstinence many smokers need interventions to decrease
relapse post release. As described above, CBT has
demonstrated efficacy/effectiveness; however, skills-based
interventions may be less effective for persons unmotivated to implement them. The current literature does not
address a combined approach to both a) enhance interest
in maintaining cessation and b) learn and implement
skills during forced abstinence while incarcerated. This
study addresses this gap in the knowledge base. In addition, given the racial/ethnic diversity often found in these
settings, it is important to study interventions that may
be suitable to this diverse population.
This study is an initial investigation of the efficacy of
combined MI/CBT for smoking abstinence after release.
While prior studies used longer follow-ups, we chose an
abbreviated follow-up because relapse to smoking is
rapid after release and this is the first intervention study
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of its kind conducted in this setting. The short term
outcomes of this study will reveal if MI/CBT has the
potential to improve smoking cessation rates after
release from prison and will provide information to
adjust the intervention if needed. The design chosen for
this study will allow us to explore potential mediators of
the intervention’s efficacy so that we may better understand the mechanism(s) by which this intervention may
impact maintenance of smoking cessation.
Innovative treatments are needed that address enhancing interest in and skills for maintaining a smoke-free
life-style after forced abstinence due to incarceration. This
is a highly underserved population in great need. MI has
been associated with good outcomes in racially/ethnically
diverse samples, [35,36] which is significant for prison settings that reflect high proportions of ethnic and racial
minorities. A motivationally based intervention revealed
that for smokers not motivated to quit, the intervention
led to an odds ratio of quitting of 1.79 over controls and
even higher (4.9) for ethnic minorities [32]. Similarly, CBT
also demonstrates good intervention effects for racial and
ethnic minorities [8,37,38]. Although some meta-analyses
have suggested that the effects of MI may not be robust
for smoking, [39] others have argued against this [36,40].
However, our use of MI is to enhance interest in change
(i.e., maintaining cessation) and in engaging with additional treatment, and both uses have demonstrated efficacy [35,41-43]. Therefore, MI+CBT may prove to be a
more efficacious treatment for maintaining smoking abstinence after release from incarceration than either treatment alone. Importantly, this study will afford the
opportunity for follow-up after release from incarceration,
which is rarely or ever found in the literature with respect
to smoking behaviors.
Incarcerated people have higher smoking prevalence
than the general population and suffer disproportionately
from the health effects of tobacco smoking due overrepresentation of ethnic and racial minorities, impoverished individuals, and those with mental health and drug
addictions [17,44-48]. The incarcerated setting provides a
unique opportunity to intervene with this population prior
to their release back into the community. Provision of an
individually-tailored intervention to this particular population in this specific setting represents a highly innovative
and extremely important effort to reach a vulnerable
population of smokers.
Acknowledgements
We would like to thank the RI DOC for their support of this project.
Author details
1
Brown University Center for Primary Care and Prevention, Pawtucket, USA.
2
Memorial Hospital of Rhode Island, Pawtucket, USA. 3Bio Med Alcohol &
Addiction, Alpert Medical School of Brown University, Providence, USA.
4
Department of Psychology, University of Rhode Island, Kingston, USA.

Page 5 of 6

5

Rhode Island Department of Corrections, Cranston, USA. 6Bio-Med Institute
of Community Health Promotion, Alpert Medical School of Brown University,
Providence, USA. 7Department of Medicine, Rhode Island Hospital,
Providence, USA. 8Centers for Behavioral and Preventive Medicine, The
Miriam Hospital, Providence, USA.
Authors’ contributions
JGC conceived of the study, and participated in its design and coordination
and helped to draft the manuscript. RAM participated in the design of the
study and performed the statistical analysis. LARS participated in the study
design and helped to draft the manuscript. CEL participated in the study
design and helped to draft the manuscript. JM participated in the study
design and helped to draft the manuscript. PF participated in the study
design and helped to draft the manuscript. BB participated in the study
design and helped to draft the manuscript.
All authors read and approved the final manuscript.
Competing interests
The authors declare that they have no competing interests.
Received: 24 August 2011 Accepted: 5 October 2011
Published: 5 October 2011

References
1. Dunn C, Deroo L, Rivara FP: The use of brief interventions adapted from
motivational interviewing across behavioral domans: a systematic
review. Addiction 2001, 96:1725-1742.
2. Annual smoking-attributable mortality, years of potential life lost, and
economic costs–United States, 1995-1999. Mmwr 2002, 51(14):300-303.
3. Vital signs: current cigarette smoking among adults aged >or = 18 years
— United States, 2009. Mmwr 59(35):1135-1140.
4. Quick Stats: Cigarette Smoking Prevalence Among Adults Aged >18
Years Who Have Ever Spend >24 Hours on the Streets, in a Shelter, or
in a Jail or Prison, by Sex–United States, 2004. MMWR: Morbidity and
Mortality Weekly Report 2006, 55(10):287.
5. Allsworth JECJ, Peipert J, Hebert MR, Cooper A, Boardman LA: The
Influence of Stress on the Menstrual Cycle among Incarcerated Women.
Women’s Health Issues Accepted for publication.
6. Beck AJKJ, Harrison PM: Prison and Jail Inmates at Midyear 2001. Bureau
of Justice Statistics Bulletin US Department of Justice, Office of Justice
Programs; 2002.
7. Lincoln T, Tuthill RW, Roberts CA, Kennedy S, Hammett TM, LangmoreAvila E, Conklin TJ: Resumption of smoking after release from a tobaccofree correctional facility. J Correct Health Care 2009, 15(3):190-196.
8. Webb MS, de Ybarra DR, Baker EA, Reis IM, Carey MP: Cognitive-behavioral
therapy to promote smoking cessation among African American
smokers: a randomized clinical trial. Journal of consulting and clinical
psychology 2010, 78(1):24-33.
9. Killen JD, Fortmann SP, Schatzberg AF, Arredondo C, Murphy G, Hayward C,
Celio M, Cromp D, Fong D, Pandurangi M: Extended cognitive behavior
therapy for cigarette smoking cessation. Addiction 2008, 103(8):1381-1390.
10. Miller W, Rollnick S: Motivational Interviewing: Preparing People to
Change Addictive behavior. New York: Guilford press; 2002.
11. Lai DT, Cahill K, Qin Y, Tang JL: Motivational interviewing for smoking
cessation. Cochrane database of systematic reviews (Online) , 1: CD006936.
12. Hughes JR, Keely JP, Niaura RS, Ossip-Klein DJ, Richmond RL, Swan GE:
Measures of abstinence in clinical trials: issues and recommendations.
Nicotine Tob Res 2003, 5(1):13-25.
13. Fiore M, Bailey W, Cohen S, et al: Treating tobacco use and dependence.
A clinical practice guideline. In Rockville, MD Edited by: USDHHS 2008.
14. Lancaster T, Stead L: Individual behavioural counseling for smoking
cessation (Cochrane Review). Cochrane Database of Systematic Reviews;
20052.
15. Lancaster T, Stead L: Self-help interventions for smoking cessation;
Cochrane Database for Systematic Reviews 2008 Issue 3. John Wiley &
Sons, Ltd; 2005.
16. USDHHS: Reducing tobacco use: A report of the Surgeon General Executive Summary. Atlanta: CDC, National Center for Chronic Disease
Prevention and Health Prmotion, Office on Smoking and Health; 2000.
17. Tuthill R, Lincoln T, Conklin T, Kennedy S, Hammett T, Roberts C: Does
involuntary cigarette smoking abstinence among inmates during

Clarke et al. BMC Public Health 2011, 11:767
http://www.biomedcentral.com/1471-2458/11/767

18.
19.

20.

21.

22.
23.

24.
25.
26.
27.

28.
29.
30.

31.

32.

33.

34.
35.
36.

37.

38.

39.

40.

41.

42.

correctional incarceration result in continued abstinence post release?
26th National Conference on Correctional Health Care. Nashville, Tennessee
2002.
Miller WR, Rollnick S: Motivational inverviewing: Preparing people for
change. New York: Guilford Press; 2002.
Moyers T, Martin T, Manuel J, Miller W, Ernst D: Revised Global Scales:
Motivational Interviewing Treatment Integrity 3.1 (MITI 3.1). University of
New Mexico: Center on Alcoholism, Substance Abuse and Addictions
(CASAA); 2010.
Heatherton TF, Kozlowski LT, Frecker RC, Fagerstrom KO: The Fagerstrom
Test for Nicotine Dependence: a revision of the Fagerstrom Tolerance
Questionnaire. Br J Addict 1991, 86(9):1119-1127.
Velicer WF, DiClemente CC, Prochaska JO, Brandenburg N: Decisional
balance measure for assessing and predicting smoking status. Journal of
personality and social psychology 1985, 48(5):1279-1289.
Velicer WF, Diclemente CC, Rossi JS, Prochaska JO: Relapse situations and
self-efficacy: an integrative model. Addict Behav 1990, 15(3):271-283.
Biener L, Abrams DB: The Contemplation Ladder: validation of a measure
of readiness to consider smoking cessation. Health Psychol 1991,
10(5):360-365.
Cohen S, Kamarck T, Mermelstein R: A global measure of perceived stress.
J Health Soc Behav 1983, 24(4):385-396.
Nestler EJ, Aghajanian GK: Molecular and cellular basis of addiction.
Science 1997, 278(5335):58-63.
Kreek MJ, Koob GF: Drug dependence: stress and dysregulation of brain
reward pathways. Drug and alcohol dependence 1998, 51(1-2):23-47.
Radloff LS: The CES-D scale: a self-report depression scale for research in
the general population. Applied psychological measurement 1977,
1(3):385-401.
Lavori PW: Clinical trials in psychiatry: should protocol deviation censor
patient data? Neuropsychopharmacology 1992, 6(1):39-48, discussion 49-63.
Zeger SL, Liang KY: Longitudinal data analysis for discrete and
continuous outcomes. Biometrics 1986, 42(1):121-130.
Baron RM, Kenny DA: The moderator-mediator variable distinction in
social psychological research: conceptual, strategic, and statistical
considerations. J Pers Soc Psychol 1986, 51(6):1173-1182.
MacKinnon DP, Lockwood CM, Hoffman JM, West SG, Sheets V: A
comparison of methods to test mediation and other intervening
variable effects. Psychol Methods 2002, 7(1):83-104.
Klesges RC, Haddock CK, Lando H, Talcott GW: Efficacy of forced smoking
cessation and an adjunctive behavioral treatment on long-term smoking
rates. Journal of consulting and clinical psychology 1999, 67(6):952-958.
El-Guebaly N, Cathcart J, Currie S, Brown D, Gloster S: Public health and
therapeutic aspects of smoking bans in mental health and addiction
settings. Psychiatr Serv 2002, 53(12):1617-1622.
Haller E, McNiel DE, Binder RL: Impact of a smoking ban on a locked
psychiatric unit. J Clin Psychiatry 1996, 57(8):329-332.
Hettema J, Steele J, Miller WR: Motivational interviewing. Annual review of
clinical psychology 2005, 1:91-111.
Hettema JE, Hendricks PS: Motivational interviewing for smoking
cessation: a meta-analytic review. Journal of consulting and clinical
psychology 2010, 78(6):868-884.
Cinciripini PM, Blalock JA, Minnix JA, Robinson JD, Brown VL, Lam C,
Wetter DW, Schreindorfer L, McCullough JP Jr, Dolan-Mullen P, et al: Effects
of an intensive depression-focused intervention for smoking cessation in
pregnancy. Journal of consulting and clinical psychology 78(1):44-54.
Haaga DA, Thorndike FP, Friedman-Wheeler DG, Pearlman MY, Wernicke RA:
Cognitive coping skills and depression vulnerability among cigarette
smokers. Addict Behav 2004, 29(6):1109-1122.
Burke BL, Arkowitz H, Menchola M: The efficacy of motivational
interviewing: a meta-analysis of controlled clinical trials. Journal of
consulting and clinical psychology 2003, 71(5):843-861.
Heckman CJ, Egleston BL, Hofmann MT: Efficacy of motivational
interviewing for smoking cessation: a systematic review and metaanalysis. Tobacco control 2010, 19(5):410-416.
Stein LA, Monti PM, Colby SM, Barnett NP, Golembeske C, Lebeau-Craven R,
Miranda R: Enhancing Substance Abuse Treatment Engagement in
Incarcerated Adolescents. Psychol Serv 2006, 3(1):25-34.
Huang YS, Tang TC, Lin CH, Yen CF: Effects of motivational enhancement
therapy on readiness to change MDMA and methamphetamine use

Page 6 of 6

43.

44.
45.

46.

47.
48.

behaviors in Taiwanese adolescents. Substance use & misuse 2011,
46(4):411-416.
Freyer-Adam J, Coder B, Baumeister SE, Bischof G, Riedel J, Paatsch K,
Wedler B, Rumpf HJ, John U, Hapke U: Brief alcohol intervention for
general hospital inpatients: a randomized controlled trial. Drug and
alcohol dependence 2008, 93(3):233-243.
Cropsey K, Eldridge GD, Ladner T: Smoking among female prisoners: an
ignored public health epidemic. Addict Behav 2004, 29(2):425-431.
Chavez R, Oto-Kent D, Porter J, Brown K, Quirk L, Lewis S: Tobacco policy,
cessation, and education in correctional facilities. National Commission on
Correctional Health Care and National Network on Tobacco Prevention and
Poverty. Chicago, IL 2005.
Durrah TL, Rosenberg TJ: Smoking among female arrestees: prevalence of
daily smoking and smoking cessation efforts. Addict Behav 2004,
29(5):1015-1019.
Carpenter MJ, Hughes JR, Solomon LJ, Powell TA: Smoking in correctional
facilities: a survey of employees. Tobacco control 2001, 10(1):38-42.
Stein LA, Clair M, Lebeau R, Colby SM, Barnett NP, Golembeske C,
Monti PM: Motivational interviewing to reduce substance-related
consequences: Effects for incarcerated adolescents with depressed
mood. Drug and alcohol dependence 2011.

Pre-publication history
The pre-publication history for this paper can be accessed here:
http://www.biomedcentral.com/1471-2458/11/767/prepub
doi:10.1186/1471-2458-11-767
Cite this article as: Clarke et al.: Working Inside for Smoking Elimination
(Project W.I.S.E.) study design and rationale to prevent return to
smoking after release from a smoke free prison. BMC Public Health 2011
11:767.

Submit your next manuscript to BioMed Central
and take full advantage of:
• Convenient online submission
• Thorough peer review
• No space constraints or color figure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at
www.biomedcentral.com/submit

