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	Session: Tobacco Cessation


	Sector(s):
	
	Health

	Competency:
	
	Promote healthy living

	Training Package:
	
	Noncommunicable Disease (NCD) Mitigation and Nutrition

	Terminal Learning Objective:
	
	In collaboration with their partners, participants will work with their communities to implement life skills activities that that promote the adoption and maintenance of healthy behaviors associated with the mitigation of noncommunicable diseases. 

	
	
	

	Session Rationale: 
	
	This session provides participants with the knowledge and skills necessary to promote healthy lifestyle changes as part of a global response to lessen the impact of noncommunicable diseases (NCDs) specific to tobacco use. It also highlights specific information about this modifiable risk factor as participants examine intervention efforts from prevention to reduction to cessation. 

	Target Audience: 
	
	PST or IST participants

	Trainer Expertise:
	
	Health technical trainer (public health, community health, medicine); could be PM, APCD, with assistance from a PCVL

	Time: 
	
	90 minutes

	Prerequisites: 
	
	Global Core: Behavior Change Activity Planning; M&E: Accomplishing the Peace Corps’ First Goal; NCD Overview 

	Version:
	
	Feb-2013

	Contributing Posts:
	
	PC/Eastern Caribbean
PC/Kyrgyz Republic
PC/Ecuador 
PC/Moldova
PC/Fiji
PC/Nicaragua
PC/Guyana
PC/Peru




	Session: Tobacco Cessation

	Date: 
	Time: 
	Trainer(s): 

	Trainer preparation:
1. Review the Tobacco Cessation session. Read it and highlight any aspects that may be unclear. Review these aspects with the Project Manager/APCD Health and/or Training Manager. 
2. Post Adaptation: Decide if you would like to invite a guest speaker for this session. With the extent of the Tobacco Control/Tobacco Free Initiative efforts by WHO, this session may lend itself to additional background information about country initiatives. If the decision is yes, post would review the session objectives and outline with the guest speaker and assign the country-specific presentation to the guest speaker.
3. Ask participants to come to this session with at least 5 observations from their training site or community in general. These observations should respond to the questions: Who (men, women, children, all), What (form of tobacco product is used), When, Where, How Much/How Often (one cigarette, 10 times/day, or 1 water pipe/shisha, 3 hours at the coffee shop), and Why.
4. Distribute Handouts 1-8 to participants several days in advance of this session and request that participants read them before this session, and that they be prepared to share observations on tobacco use from their training site or the community in general. If the participants are keeping a journal during PST, their observations can be recorded there. If not, simply request that they write them down on paper. Their observations relate to the topic of Tobacco Use and respond to specific information: Who (uses tobacco); What (form of tobacco product is used); When, Where, How Much/How Often, and Why. 
Note:
These same observations can be recorded for use at an IST. Participants can record their observations from the first weeks at site as part of their community assessment. 

Post Adaptation: 

If this session is facilitated at IST, then please include these questions as part of the community assessment data to be collected and request that participants complete an advanced reading of the handouts. 
5. Prepare the seven flip charts in Trainer Material 1.
6. Prepare session objectives on flip chart or slide. 
7. Post Adaptation: 
· Update Handout 3 to reflect locality: Tobacco Cessation/Control Efforts in Country; Handout 8, statement #10; and Trainer Material 2, statement #10, to reflect appropriate country statistics. 
· Insert summary information on Tobacco Use, Control, and Cessation statistics and risk factors.
· Make certain that any applicable Peace Corps goals, objectives, and activities are highlighted here.
· If a guest speaker is invited, s/he could assist in the presentation of information. 
· How the information is presented will need to be discussed and modified if there are additional handouts or materials that might be shared from the guest speaker. 
· This WHO website may also have additional information for the modification of the country specific information about tobacco control programs and activities: http://www.who.int/tobacco/surveillance/policy/country_profile/en/index.html. 
8. Prepare copies of Handouts 1-8 for each participant. Remember to distribute Handouts 1-8 a few days before the session so that participants can complete their advance reading assignment. 
9. Prepare copies of Handout 9 for the small groups of participants. The number of copies will depend on the number of participants and the number of small groups for the scenarios discussion. Please note that only one scenario is distributed per group. 
10. Post Adaptation: Review Trainer Material 3 and make sure that the suggested responses for the different Practice Scenarios align with the host country context and cultural norms. Please note that this list of suggestions is not exhaustive and can be modified to better reflect the unique environment of the host country. 
Materials:
· Equipment
1) Flip chart paper
2) Markers

3) Tape

4) Scissors

· Handouts
Handout 1: WHO Tobacco Fact Sheet
Handout 2: Creating Tobacco Cessation Interventions for Youth
Handout 3: Tobacco Cessation/Control Efforts in Country
Handout 4: WHO Health Benefits to Smoking Cessation (refer to separate file)
Note: 
See http://www.who.int/tobacco/quitting/en_tfi_quitting_fact_sheet.pdf. 
Handout 5: Possible Barriers and Strategies Related to Tobacco Cessation
Handout 6: Health Effects of Smoking…Not Just Your Lungs
Handout 7: WHO: Why Smoking is an Issue for Non-Smokers
Handout 8: Overview of Tobacco Addiction
Handout 9: Tobacco and Its Leaves of Disease Worksheet
Handout 10: Scenarios for Discussion
Handout 11: Considerations for Planning Tobacco Prevention Activities at Site
· Trainer Materials
Trainer Material 1: Flip Charts
Trainer Material 2: Tobacco and Its Leaves of Disease Worksheet—Answers 
Trainer Material 3: Suggestions for Scenarios


	Session Learning Objective(s): 

1. After reviewing and analyzing health information regarding tobacco use and cessation, participants will correctly identify key facts, interventions and life skills/healthy behaviors associated with tobacco cessation. 
2. Referring to session handouts during a scenario activity, participants will name at least one strategy for avoiding or overcoming nicotine addiction. 

3. Working in pairs (or small groups), participants will interview one another about ideas for implementation and strategies for execution of at least three activities related to tobacco use/cessation/prevention. 


	Session Knowledge, Skills, and Attitudes (KSAs): 

· Describe the situation regarding tobacco use in country, with special emphasis on youth, where appropriate (K)
· Identify barriers and strategies to tobacco cessation (K)
· Explain the addictive qualities of tobacco (K)
· Explain the tobacco cessation/control efforts in the host country (K)
· Discuss the harmful effects of tobacco with community members (S)
· Plan intervention activities at site (S)
· Recognize cultural and contextual issues related to tobacco use (A)
· Avoid judgment of tobacco users (A)


	Phase / Time /
Materials
	Instructional Sequence

	Motivation

15 minutes 
Markers

Tape 
Trainer Material 1: Flip Charts 1-6

	Observations about Tobacco Use
Participants share their observations about tobacco use in [insert name of country] and discuss the context in which they are working as it relates to tobacco use and cessation. 
1. Start the session with a brief introduction to the tobacco use observation and reflection activity you are about to facilitate. Ask participants to think about what they have observed in [insert name of country] related to tobacco use.
Note:
Participants should come to this session with at least 5 observations from their training site or post. The observations that respond to the questions: WHO (men, women, children, all), WHAT (form of tobacco product is used), WHEN, WHERE, HOW MUCH/HOW OFTEN (one cigarette, 10 times/day or 1 water pipe, 3 hours at the coffee shop) and WHY.
2. Hang the flip charts from Trainer Material 1 around the training space and ask participants to circulate in the room, writing their responses on the appropriate flip charts. Allow participants five minutes to record their observations on each sheet. In order to save time, request that if the information is repeated or duplicated, a participant may place a “tick mark” next to the repeated word or phrase.
3. Once the participants write their observations on the flip charts, allow three minutes for a gallery walk so that all participants can note the different (and similar) observations. 
4. Request that participants return to their seats and share their observations from the gallery walk for the next seven minutes. Ask the following questions: 
· “What did you note about similarities or differences of tobacco use in your respective communities (training or site)?”
· “What did you note about possible cessation interventions (support groups, activities) identified in your respective communities (training or site)?”
5. Rein force that this initial observation information is important in understanding the context around this issue and will serve as a resource for their work in the promotion of healthy behaviors regarding tobacco cessation. Leave these flip charts displayed in the training space as participants may wish to review them throughout the session. 
6. During this discussion also ask participants about the experiences, motivations, and successful (or not successful) techniques for quitting tobacco use. They can refer to their own personal stories and challenges with tobacco, experiences of a friend or family member, or someone else they know. List the successful strategies on a flip chart. Keep the flip chart list up front to remind the participants of different ways to successfully address this issue.
7. Introduce objectives of the session and reinforce their relevance to the overall NCD mitigation/life skills for healthy behavior promotion with regard to tobacco cessation. Relate the session to Behavior Change as well as to Cultural Norms core sessions. 

	Information

30 minutes
Handouts 1-8
Handout 9: Tobacco and Its Leaves of Disease Worksheet

	Tobacco and Disease
Participants will learn about tobacco use as the most common, preventable NCD-related risk factor and current interventions to lessen its global health burden. 
1. Introduce this part of the session following on the responses to the Motivation question: “We just mentioned that tobacco use is one of the major risk factors associated with NCDs. In previous sessions we explored different NCDs and now it’s time to explore this NCD associated risk factor in greater detail.” 
2. Request that participants take out their session handouts (1-8) and reacquaint themselves with the materials. Allow 8-10 minutes for silent reading and individual review. Circulate around the training space and answer any questions that arise while the participants conduct silent reading. 
3. Distribute Handout 9. Explain that this worksheet should be completed individually. Participants will review each of the 10 statements and indicate if the statement is “true” or “false.” If the statement is “false,” then the participants should modify it to reflect a “true” statement. Answer any questions that the participants may have about the tobacco information or the true/false activity sheet. 
Post Adaptation: 
The statements with country-specific information will need to be adapted for this part of the session. 
4. Allow 8-10 minutes for this activity. Circulate around the training space and answer any questions that arise while the participants complete the activity. 
5. Review and debrief responses with the larger group of participants. Read the statements aloud one by one. Then ask the larger group for the correct response. For example, state: “All tobacco products, including those that are smoked, chewed, sucked, or snuffed, contain nicotine, a highly addictive ingredient,” then check the participants’ knowledge: “Everyone who thinks that this is true, stand up.” When the correct response for a particular statement is “false,” choose one participant to read his/her correction statement. If time allows, you can ask for other ways that participants modified their statements for correctness. Ensure that there is understanding about why the statements were false and how different participants made them a true statement. This review should take no longer than 10 minutes.
6. When you get to the questions on tobacco addiction, ask participants for any other signs of either physical or psychological addiction that they know of or have experienced.

7. Spend 3-5 minutes hearing about participants’ personal experiences. Ask for a couple of brief personal testimonials from participants who have been able to quit using tobacco and are willing to share with the group. Are their methods something that can be adapted at post to help others quit or to help participants develop tobacco prevention and cessation projects? 

8. Congratulate all participants on exposing the “truths about tobacco” and its effects and explain that in the next part of the session they will be able to apply lessons learned from the first two activities. 
Note: 
This activity serves as the assessment for Learning Objective 1. 

	Practice

20 minutes

Handout 10: Scenarios for Discussion 

Trainer Material 3: Suggestions for Scenarios
	Scenario Review

These scenarios provide a snapshot of the real-world context so that participants can apply what they have learned from the Motivation and Information sections of this session. 
1. Divide the group into smaller groups of 3-4 participants. Give each group one scenario from Handout 10. More than one group may review each scenario, or the trainer can prepare additional scenarios for this exercise. 
2. Small groups then identify and discuss the main challenge in the scenario and present at least two practical ideas for how to address the challenge. Each group should note their ideas. Direct participants to consider specific reference materials they can use, and the level (individual, organization, community) their interventions would be targeted towards. Allow 10 minutes for discussion in small groups. 

3. Small groups should also discuss the addiction issues evident in the scenarios. 
4. The small groups come back together and present to the larger group their ideas to address the challenge in their scenario. Use Trainer Material 3. Each group presents their scenario and their ideas in 3 minutes. Only new ideas need to be shared (in order to respect time). If a group has the same scenario and the same way to address it, there is no need to repeat it. Have the participants discuss how the addiction issues could be mitigated as well. Take any questions or comments that other groups may have about the different scenarios. 

Note: 

1) The trainer should be prepared to address challenging questions or frustrations with cultural norms that may emerge during the presentation/discussion. Use Trainer Material 3 as a guide, but adapt as needed for the particular country context. 
2) Review and discussion of scenarios serves as assessment for Learning Objective 2.

	Application

25 minutes

Observations from Motivation part of session

Handouts 1-8 
Handout 11: Considerations for Planning Tobacco Prevention Activities at Site
	Partner Interview—Making a List

Participants work in pairs and interview one another. They discuss how to incorporate the information gleaned into ideas for activities at site. 

1. Pair the participants. If there is an odd number, form one group of three. Let them know that in this interview activity they will revisit their observations from the beginning of the session, review the information from the handouts, reflect on the practice scenarios and outline at least three potential activities that could be conducted at their respective sites. 
2. Distribute Handout 11. Tell participants, “We will spend the next 15 minutes interviewing each other. You will work as partners to discuss and share ideas for at least three activities to conduct back at site. To get you started, revisit the various session topics with your partner by using the following questions in the handout as your interview guide. You may also find it useful to refer back to the information in the other session handouts. Interview one another to more fully apply what we have learned so far from this session. You will not have time to cover all questions in the time we have now, so choose those that seem most relevant to your situations at this time. Please record your pair’s three activity ideas on the flip chart paper I am bringing to you now.” 
3. Distribute the flip chart papers and markers to each pair. 

4. Allow 15 minutes for the pair interviews and preparation of the flip charts. 
5. Circulate around the training space to answer any questions. 
6. Each pair posts their responses on the wall for a gallery walk. Allow 5 minutes for the group to review the different activity ideas. After all flip charts have been viewed, with the group still standing, ask for comments on the ideas displayed on the flip charts. Ask participants to recall the gallery walk activity conducted at the start of the session. Connect their activity ideas to the flip charts completed during the Motivation section, which answered the ‘who, what, when, where, how, why’ of what they observed in the community before this session. Ask for any final thoughts, questions, or concerns on bringing this information to their communities or how to engage community members in activities.

7. Closing summary: “I have two last True/False statements for the group. 1) True or False…we learned a lot today about Tobacco and its associated risk factors; AND 2) True or False: We have great ideas for how to support Tobacco Cessation endeavors at site. Thanks to everyone for a productive session.” 
Note: 
This is assessment for Learning Objective 3. 

	Assessment


	Learning Objective 1: Assessed during the Information section of the session through completion of the Tobacco and Its Leaves of Disease worksheet. 
Learning Objective 2: Assessed during the Practice session through discussion of scenarios.
Learning Objective 3: Assessed during the Application section of the session in the pair interview and activity ideas presented in the gallery walk. 

	Trainer Notes for Future Improvement
	Date & Trainer Name: [What went well? What would you do differently? Did you need more/less time for certain activities?]


Resources: 
· Centers for Disease Control, “Smoking and Tobacco Use: Global Tobacco Control,” accessed August 2012, http://www.cdc.gov/tobacco/global/index.htm.
· World Health Organization, “Tobacco: Fact Sheet Number 339,” accessed July 2012, http://www.who.int/mediacentre/factsheets/fs339/en/index.html.
· World Health Organization, “The Smoker’s Body,” accessed July 2012, http://www.who.int/tobacco/publications/health_effects/smokers_body/en/index.html.
· World Health Organization, “Tobacco Free Initiative (TFI),” accessed July 2012, http://www.who.int/tobacco/en.
· Centers for Disease Control, “CDC Preventing Tobacco Use Among Youth and Young Adults: We CAN Make the Next Generation Tobacco-Free,” accessed December 2012, http://www.cdc.gov/tobacco/data_statistics/sgr/2012/consumer_booklet/index.htm. 
	Handout 1: WHO Tobacco Fact Sheet



The WHO defines tobacco and its related products as “products made entirely or partly of leaf tobacco as raw material, which are intended to be smoked, sucked, chewed, or snuffed. All contain the highly addictive psychoactive ingredient, nicotine.”

Key facts

· Tobacco kills up to half of its users. 

· Tobacco kills nearly six million people each year, of who more than five million are users and former users and more than 600,000 are nonsmokers exposed to second-hand smoke. Unless urgent action is taken, the annual death toll could rise to more than eight million by 2030. 

· Nearly 80% of the world's one billion smokers live in low- and middle-income countries. 

· Consumption of tobacco products is increasing globally, though it is decreasing in some high-income and upper middle-income countries. 

Leading cause of death, illness, and impoverishment

The tobacco epidemic is one of the biggest public health threats the world has ever faced. It kills nearly six million people a year of whom more than five million are users and ex-users and more than 600,000 are nonsmokers exposed to second-hand smoke. Approximately one person dies every six seconds due to tobacco-related causes and this accounts for one in 10 adult deaths. Up to half of current users will eventually die of a tobacco-related disease.

Nearly 80% of the more than one billion smokers worldwide live in low- and middle-income countries, where the burden of tobacco-related illness and death is heaviest. 

Tobacco users who die prematurely deprive their families of income, raise the cost of health care and hinder economic development.
In some countries, children from poor households are frequently employed in tobacco farming to provide family income. These children are especially vulnerable to “green tobacco sickness,” which is caused by the nicotine that is absorbed through the skin from the handling of wet tobacco leaves.

Gradual killer

Because there is a lag of several years between when people start using tobacco and when their health suffers, the epidemic of tobacco-related disease and death has just begun. 

· Tobacco caused 100 million deaths in the 20th century. If current trends continue, it will cause up to one billion deaths in the 21st century. 

· Unchecked, tobacco-related deaths will increase to more than eight million per year by 2030. More than 80% of those deaths will be in low- and middle-income countries. 

Surveillance is key

Good monitoring tracks the extent and character of the tobacco epidemic and indicates how best to tailor policies. Only 59 countries, representing under half of the world's population, monitor tobacco use by repeating nationally representative youth and adult surveys at least once every five years. 

Second-hand smoke kills

Second-hand smoke is the smoke that fills restaurants, offices, or other enclosed spaces when people burn tobacco products such as cigarettes, bidis (flavored cigarettes), and water pipes. There is no safe level of exposure to second-hand tobacco smoke.

Every person should be able to breathe smoke-free air. Smoke-free laws protect the health of non-smokers, are popular, do not harm business, and encourage smokers to quit. 

· Less than 11% of the world’s population is protected by comprehensive national smoke-free laws. 

· The number of people protected from second-hand smoke more than doubled to 739 million in 2010 from 354 million in 2008. 

· Almost half of children regularly breathe air polluted by tobacco smoke. 

· Over 40% of children have at least one smoking parent. 

· Second-hand smoke causes more than 600,000 premature deaths per year. 

· In 2004, children accounted for 31% of the deaths attributable to second-hand smoke. 

· There are more than 4000 chemicals in tobacco smoke, of which at least 250 are known to be harmful and more than 50 are known to cause cancer. 

· In adults, second-hand smoke causes serious cardiovascular and respiratory diseases, including coronary heart disease and lung cancer. In infants, it has been linked to sudden death. In pregnant women, it has been linked to low birth weight. 

Tobacco users need help to quit

Studies show that few people understand the specific health risks of tobacco use. For example, a 2009 survey in China revealed that only 37% of smokers knew that smoking causes coronary heart disease and only 17% knew that it causes stroke.

Among smokers who are aware of the dangers of tobacco, most want to quit. Counseling and medication can more than double the chance that a smoker who tries to quit will succeed.

· National comprehensive health-care services supporting cessation are available in only 19 countries, representing 14% of the world’s population. 

· There is no cessation assistance in 28% of low-income countries and 7% of middle-income countries. 

Picture warnings work

Hard-hitting anti-tobacco advertisements and graphic pack warnings—especially those that include pictures—reduce the number of children who begin smoking and increase the number of smokers who quit. 

Studies carried out after the implementation of pictorial package warnings in Brazil, Canada, Singapore, and Thailand consistently show that pictorial warnings significantly increase people's awareness of the harms of tobacco use.

Mass media campaigns can also reduce tobacco consumption, by influencing people to protect non-smokers and convincing youths to stop using tobacco or to not start.

· Just 19 countries, representing 15% of the world’s population, meet the best practice for pictorial warnings, which includes the warnings in the local language and cover an average of at least half of the front and back of cigarette packs. No low-income country meets this best-practice level. 

· 42 countries, representing 42% of the world’s population, mandate pictorial warnings. 

· Graphic warnings can persuade smokers to protect the health of non-smokers by smoking less inside the home and avoiding smoking near children. 

· More than 1.9 billion people, representing 28% of the world's population, live in the 23 countries that have implemented at least one strong anti-tobacco mass media campaign within the last two years. 

Ad bans lower consumption

Bans on tobacco advertising, promotion and sponsorship can reduce tobacco consumption.

· A comprehensive ban on all tobacco advertising, promotion, and sponsorship could decrease tobacco consumption by an average of about 7%, with some countries experiencing a decline in consumption of up to 16%. 

· Only 19 countries, representing 6% of the world’s population, have comprehensive national bans on tobacco advertising, promotion and sponsorship. 

· Forty-six per cent of the world's population lives in countries that do not ban free distribution of tobacco products. 

Taxes discourage tobacco use

Tobacco taxes are the most effective way to reduce tobacco use, especially among young people and poor people. A tax increase that increases tobacco prices by 10% decreases tobacco consumption by about 4% in high-income countries and by up to 8% in low- and middle-income countries. 

· Only 27 countries, representing less than 8% of the world's population, have tobacco tax rates greater than 75% of the retail price. 

· Tobacco tax revenues are on average 154 times higher than spending on tobacco control, based on available data. 

WHO response

WHO is committed to the fight against the global tobacco epidemic. The WHO Framework Convention on Tobacco Control entered into force in February 2005. Since then, it has become one of the most widely embraced treaties in the history of the United Nations with more than 170 Parties covering 87% of the world's population. The WHO Framework Convention is WHO’s most important tobacco control tool and a milestone in the promotion of public health. It is an evidence-based treaty that reaffirms the right of people to the highest standard of health, provides legal dimensions for international health cooperation and sets high standards for compliance.

In 2008, WHO introduced a package of tobacco control measures to further counter the tobacco epidemic and to help countries to implement the WHO Framework Convention. Known by their acronym MPOWER, the measures are identified as “best buys” and “good buys” in tobacco control. Each measure corresponds to at least one provision of the WHO Framework Convention on Tobacco Control. 

The six MPOWER measures are:

· Monitor tobacco use and prevention policies 

· Protect people from tobacco use 

· Offer help to quit tobacco use 

· Warn about the dangers of tobacco 

· Enforce bans on tobacco advertising, promotion, and sponsorship 

· Raise taxes on tobacco. 

For more information contact:

WHO Media Centre
Telephone: +41 22 791 2222 
E-mail: mediainquiries@who.int
	Handout 2: Creating Tobacco Cessation Interventions for Youth



If you decide to implement an existing intervention, make sure its instructions are clear and that the implementation protocol is flexible. You should fully understand the steps necessary to implement the intervention effectively. Because an existing intervention is unlikely to be a perfect fit for your population, flexibility is critical. However, changes in protocol can alter the effectiveness of an intervention, so a rigorous evaluation will be required.

Look for an intervention that was developed for and tested with youth from similar cultural, developmental, and educational backgrounds as those you intend to serve. Find out if the intervention’s developers will provide technical assistance to help you adapt the intervention to your target population. 

Look for an intervention that uses a cognitive-behavioral approach, which seeks to change thought processes and the behaviors they influence. The evidence review panel that helped develop this publication found that interventions with these principles show promise for youth tobacco use cessation. 

Ways to Deliver Cessation Interventions 
Once you’ve decided what type of intervention to use, you must decide how to deliver it, given the resources and capabilities of your organization and the needs of your target population.

The table below describes the most common methods for delivering tobacco use cessation interventions and indicates which should be considered for youth. The presentation of this information does not constitute an endorsement of one method over another. Although most of these approaches have been proven effective with adults, the evidence and scientific rigor are lacking to determine their effectiveness with youth. Youth have unique needs and preferences, and an intervention that is effective with adults is likely to be received differently by youth. 

BRIEF INTERVENTIONS 

In a brief intervention, a health care or other trained provider (e.g., teacher, law enforcement official) identifies tobacco users and advises them about the consequences of tobacco use and the steps they can take to quit. These are face to face interventions usually delivered to one individual at a time, but they are too short (usually no more than 5 minutes) to qualify as counseling. Brief interventions typically involve an assessment of tobacco use, dependence, and motivation to quit; advice on the benefits and methods of quitting; and assistance with quitting, including referrals to other treatment. They are designed to serve as a catalyst to stimulate further cessation efforts by the tobacco user.

Whether brief advice from a health care provider is an effective way to help youth quit is unclear because of the lack of scientific evidence. Sufficient evidence does exist that this approach is effective for adults. One recent study indicated that even if the effectiveness of brief advice from a clinician is low for adolescents, this approach could be cost effective (because it is provided during a visit scheduled for another purpose) and have a potentially large reach. Also, for adults, if multiple clinicians of various types provide brief advice, abstinence rates increase significantly compared with interventions that do not include any clinician advice.

SELF-HELP, NON-INTERACTIVE SUPPORT 

The self-help, non-interactive approach includes minimal interventions that do not require responses from the client and are delivered through written or audiovisual materials or on a computer. Examples include videotapes or brochures on how to quit tobacco use. Different self-help materials can be prepared to meet different program or population needs. They can be delivered alone or used with more intensive interventions.

Evidence from adult interventions suggests that self-help, non-interactive materials are not likely to be useful for youth tobacco use cessation if they are implemented alone. Instead, they should be paired with other interventions (e.g., telephone counseling, clinician advice, group programs). 

SELF-HELP, COMPUTER INTERACTIVE SUPPORT 

This approach uses computer technology to assess a person’s tobacco use and motivation to quit. The intervention then uses behavior change strategies that promote cessation to tailor counseling and feedback to that person. Unlike self-help, non-interactive interventions, which may use computers to deliver information, these interventions require responses to specific prompts from the computer. 
Whether self-help, computer-interactive support is effective for youth or adult tobacco-use cessation is unknown. When evaluated as one element of an adult cessation program, this approach alone did not have a significant effect on abstinence. Also, if youth usually smoke while on the computer, some may associate tobacco use with computer use. Thus, using the computer could trigger tobacco use. 
TELEPHONE COUNSELING OR SUPPORT 

This approach delivers support or counseling by telephone rather than through face to face encounters. Telephone interventions can offer support of varying intensity while reducing many barriers associated with other cessation services (e.g., the need for transportation, the problem of scheduling appointments, confidentiality versus disclosure to supervisory adults). Although use of telephone interventions (e.g., quit lines) is typically initiated by the tobacco user, some interventions include an optional, proactive callback schedule for more intensive support. Most states and provinces have existing quit lines that already provide—or could provide—counseling to teenaged tobacco users. 

Whether telephone counseling is an effective approach for youth tobacco use cessation is unclear. The evidence of effectiveness for adults is strong.

ONE-ON-ONE, FACE-TO-FACE COUNSELING 

One-on-one, face-to-face counseling is delivered in person by a trained counselor or therapist using any of a variety of behavior change strategies. This is generally the most intensive way of delivering an intervention, and a substantial investment of resources is typically required. To use this approach, programs must have sufficient capacity to recruit, train, and supervise facilitators or to support existing services provided to adults. 

Few data exist on the effectiveness of one-on-one counseling for youth tobacco use cessation, although there is sufficient evidence of its effectiveness among adults. Adult cessation guidelines indicate that person to person treatment delivered for four or more sessions appears to be especially effective in increasing abstinence rates. They also note that a strong dose response relationship exists between rates of successful treatment outcomes and the total amount of person-to-person contact time (i.e., the number of sessions multiplied by the session length). Specifically, abstinence rates increase when total contact time lasts at least 90 minutes, but do not continue to increase when total contact time is longer than 90 minutes. 

PHARMACOTHERAPY 

Unlike other interventions, pharmacological interventions do not attempt to change behavior. Instead, they seek to alleviate the symptoms of physical withdrawal from nicotine during the quitting process, with the goal of making behavior change easier. These interventions include medications that contain nicotine to reduce withdrawal symptoms and those that do not contain nicotine but help reduce cravings. The U.S. Food and Drug Administration (FDA) has approved the following over the counter medications for tobacco use cessation for adults: nicotine gum, nicotine patch, and nicotine lozenge. Medications available by prescription include the nicotine inhaler, nicotine nasal spray, and bupropion sustained release tablets. In Canada, Health Canada has approved all of these except the nicotine inhaler and nasal spray. 

Certain factors must be taken into account when considering pharmacological therapies for youth. First, the FDA has not approved pharmacotherapy—either over the counter or by prescription—for anyone younger than 18 years. Second, although research has shown that such interventions are very effective with adults, there is no scientific evidence that they can help youth quit. Pharmacotherapy has not been tested extensively with younger populations, but the studies that have been conducted have not shown positive results.

Before you consider pharmacotherapy as an intervention for youth, make sure you are confident of each person’s tobacco dependence and intention to quit. Also, a health care provider should assess each participant. This provider must be capable of assessing the appropriateness of the use of medications, the likelihood of abuse, and the potential contraindications, as well as be able to provide prescriptions. 

GROUP COUNSELING 

This approach involves the planned and structured delivery of behavior change strategies through a series of sessions delivered to a group of youth. Groups often use mutual support as well as counseling by trained facilitators. As with one-on-one counseling, your organization must have sufficient resources to recruit, train, and supervise facilitators. Fewer counselors are needed than for one-on-one counseling, but this approach will likely require more facilitators than telephone counseling. 

Evidence is insufficient to prove that group counseling is effective for youth. Most of the studies assessed for this publication examined interventions delivered in group formats. However, the study design for most of these studies was not strong enough to determine the effectiveness of the group format for youth tobacco use cessation. Sufficient evidence does exist to show the effectiveness of group counseling that uses multiple behavior change strategies with adults. 

METHODS TO AVOID 

During the literature review for this publication, two types of intervention approaches were deemed ineffective or inappropriate for youth. The first is the sensory deprivation environment method, which requires that youth be placed in an environment that deprives them of sensory stimulation (e.g., a dark room) to help them clarify any conflicting feelings they have about tobacco use. The second method uses fear appeal tactics alone. This approach relies solely on “scare tactics” (e.g., showing pictures of diseased lungs, presenting people who have been disfigured by a tobacco related disease) to change tobacco behavior by evoking fear of the possible consequences of tobacco use. 

SELECTING AMONG DELIVERY METHODS 

Some methods of delivering an intervention are more promising (e.g., one-on-one, group, and telephone counseling) than others (e.g., self-help materials). Other factors to consider when choosing an intervention include the feasibility of expanding existing cessation services, the cost of the intervention, the need for ancillary services, and various characteristics of your target population. Also you must balance reach and intensity.
Common Methods for Delivering Tobacco Use Cessation Interventions and 
How They Apply to Different Goals for Youth
	Intervention Goals
	Interventions to Consider to Meet Your Goals
	Interventions Least Suited to Meeting Your Goals

	To reach a large audience. 
	Brief interventions

Telephone counseling

Self-help, non-interactive

Self-help, computer interactive
	Face to face counseling. 

	To reach youth with limited access to services (e.g., geographic isolation, lack of transportation, lack of time) 
	Telephone counseling

Self-help, non-interactive

Self-help, computer interactive
	Face to face counseling. 

	To serve youth with significant psychological and/or physical co-morbidities (e.g., depression, substance abuse, asthma, eating disorders). 
	Face-to-face counseling
	Self-help, non-interactive. 

Self-help, computer interactive. Telephone counseling. 

	To reach youth with tobacco related health problems. 
	Brief interventions in medical settings

Face to face counseling
	Self-help, non-interactive. 

Self-help, computer interactive. 

	To reach youth without regular health care. 
	Telephone counseling
	Brief interventions in medical settings. 

	To serve youth who need intensive support. 
	Face-to-face counseling

Group counseling
	Self-help, non-interactive. 

Self-help, computer interactive. Brief interventions. 

	To serve youth who need more individualized or tailored interventions. 
	Face-to-face counseling

Self-help, computer interactive

Telephone counseling
	Self-help, non-interactive. 

	To reach youth who are part of an already defined group or community (school, youth club).
	Group counseling
	

	To serve youth who want peer support/interaction. 
	Group counseling
	Self-help, non-interactive. 

Self-help, computer interactive. 

	To serve youth who prefer one on one interaction. 
	Face-to-face counseling

Telephone counseling
	Group counseling. 

	To reach youth who want anonymity when seeking help. 
	Self-help, non-interactive

Self-help, computer-interactive

Telephone counseling
	Face to face counseling. 

Group counseling. 

	To serve youth who are self-motivated and self-directed. 
	Self-help, non interactive

Self-help, computer interactive

Telephone counseling
	

	To serve youth with little motivation to quit. 
	Brief interventions that use motivational techniques
	Self-help, non-interactive. 

Self-help, computer interactive. 

	To serve youth who are comfortable with and have access to computer technology. 
	Self-help, computer interactive
	

	To reach youth with low levels of literacy. 
	Telephone counseling

Face-to-face counseling

Group counseling
	Self-help, non-interactive. 

Self-help, computer interactive. 


	Handout 3: Tobacco Cessation/Control Efforts in [Country]


[Insert name of country] National Tobacco Cessation/Control Summary
Post Adaptation:
Insert here summary information on Tobacco Use, Control, and Cessation statistics and risk factors. Country specific information can be found here: http://www.who.int/tobacco/surveillance/policy/country_profile/en/index.html.
National health priorities
Post Adaptation:
1) Insert summary information on national health priority areas for the Ministry of Health—be sure to highlight whether Tobacco (or Tobacco Control as part of NCD) is a priority area.
2) Describe any national or regional activities that have been successfully implemented. Highlight any past or current interventions at the community or country level implemented by Peace Corps or any other agency, along with lessons learned, if known. 
Peace Corps Goals, Objectives, and Indicators Related to NCD and Risk Reduction or Life Skills for Healthy Behaviors (Specific to Tobacco)
Post Adaptation:
1) Insert information on Peace Corps post-developed project goals and objectives related to NCD and NCD mitigation or Life Skills for Healthy Behaviors. Are there specific goals, objectives, or activities related to Tobacco Prevention, Reduction, and/or Cessation? If so, list those here. If not, then reinforce the link between NCD/NCD mitigation/healthy behaviors and Tobacco Cessation activities (as a way to mitigate NCD).

2) Highlight any Volunteer experiences associated with these goals, objectives, or activities. 
	Handout 5: Possible Barriers and Strategies Related to Tobacco Cessation



Barriers can be put into three general categories: (a) addiction-related, (b) internal, and (c) external in origin.
	Category
	Possible Barriers
	Potential Strategies

	Addiction-related: associated with tobacco cessation that can cause an individual to focus on and crave cigarettes
	Nicotine withdrawal symptoms
	• Work with your doctor, nurse, or other health care provider to manage the symptoms of withdrawal 
• Explore options for nicotine replacement
• Drink lots of water to flush toxins

	
	Boredom
	• Consider a new hobby or activity that can be done with extra time

	
	Missing cigarettes; thinking about never being able to smoke again
	• List the reasons associated with tobacco cessation and review them
• Identify others who have successfully quit smoking and draw support from them
• Consider the money that you will save (or spend on other items) now that you don’t buy tobacco products 
• Realize that these feelings are normal and will not last indefinitely

	
	Thoughts of the difficulty of “not using tobacco products,” but not knowing how long that feeling will last
	

	
	Fear of failing to “quit”
	

	
	Undesired weight gain
	• Talk to with your doctor, nurse, dietitian/nutritionist to effectively manage weight 
• Begin or increase physical activity; modify food choices


	Category
	Possible Barriers
	Potential Strategies

	Internal: associated with cues that come from within and can reflect individual knowledge and ability to manage stress 
	Inadequate knowledge about tobacco use and tobacco cessation
	• Learn more about the effects of tobacco use and successful cessation programs from a respected and knowledgeable medical/health resource person from the local community

	
	Pressure or stress at home and/or work environments
	• Explore the cause and trigger of the stressor and address that issue
• Contemplate other ways to manage stress: exercise, meditation, or other relaxation techniques
• Consider the money that you will save (or spend on other items) now that you don’t buy tobacco products
• Get adequate rest/sleep 
• Remind yourself of the health benefits of cessation

	
	Undesired weight gain
	• Talk to with your doctor, nurse, dietitian/nutritionist to effectively manage weight 
• Begin or increase physical activity; modify food choices 


• Tell your family, friends, and co-workers you are quitting and need their support


• If possible, limit time with any individuals who are not supportive of your desire to adopt a healthier lifestyle


• List the reasons associated with tobacco cessation and review them with family, friends, and colleagues (if appropriate) to garner additional external support of lifestyle change

	

	
	Inadequate health services and staff to support tobacco cessation programs
	• Learn more about the effects of tobacco use and successful cessation programs from a respected and knowledgeable medical/health resource person from the local community
• If cessation information and services do not exist in local community, explore options at the national level
• Identify others who have successfully quit smoking and draw support from them

	
	Normalization of smoking within a specific culture or community
	• Consider cultural and/or community norms regarding tobacco use and cessation; develop talking points, strategies, and coping skills relative to healthier lifestyle changes you wish to make


	Handout 6: Health Effects of Smoking…Not Just Your Lungs



As noted many of the chemicals in cigarettes, like nicotine and cyanide, are actually toxins or poisons (at certain levels).

Initial effects: First-time smokers often feel pain or burning in the throat and lungs, feel dizzy or lightheaded, and some people feel sick or vomit the first few times they try tobacco.

More gradual effects: Over the longer term, smoking leads to the development of NCDs (e.g., heart disease, stroke, COPD, and certain types of cancer—including lung, throat, esophageal, and mouth cancer). 

People who smoke also experience:

· An increased risk of infections/illnesses like bronchitis, influenza, pneumonia, even colds

· Impaired athletic performance and are less physically active related to decreased lung function

· Slower healing time associated with damage to tendons and ligaments related to decreased collagen production

· Increased heart rate and decreased circulation which can lead to shortness of breath

· Skin issues/problems (e.g., develop wrinkles at an earlier age than non-smokers, appear pale, and have an increased risk of developing psoriasis) 

· Chronic halitosis and “yellowing” of their teeth 

· Lose bone density which increases the risk for osteoporosis (brittle bones)

· Decreased fertility

· Increased risk for heart attacks (especially in women who use oral contraceptives) 

· Increased accumulation of fatty deposits that adhere to blood vessels

· Increased risk of low birth weight, premature delivery, and spontaneous abortion (if smoking while pregnant)

· Nicotine addiction

· Increased risk of engaging in other risky behaviors (alcohol, marijuana, and cocaine use)

	Handout 7: Why Smoking is an Issue for Non-Smokers



There are some 4000 known chemicals in tobacco smoke; at least 250 of them are known to be harmful and more than 50 are known to cause cancer in humans. Tobacco smoke in enclosed spaces is breathed in by everyone, exposing smokers and non-smokers alike to its harmful effects.

Around 700 million children, or almost half of the world's total, breathe air polluted by tobacco smoke. Over 40% of children have at least one smoking parent. In 2004, children accounted for 31% of the 600,000 premature deaths attributable to second-hand smoke.

In adults, second-hand smoke causes serious cardiovascular and respiratory diseases, including coronary heart disease and lung cancer. In infants, it causes sudden death syndrome. In pregnant women, it causes low birth weight. 

Neither ventilation nor filtration, even in combination, can reduce tobacco smoke exposure indoors to levels that are considered acceptable. Only 100% smoke-free environments provide effective protection. Contrary to common belief, smoke-free environments are widely supported by both smokers and nonsmokers. 

Having a smoke-free environment often saves money for bars and restaurant owners, reducing their risks of fire and consequently their insurance costs. It often results in lower renovation, cleaning and maintenance costs, too. 

Article 8 of the WHO Framework Convention on Tobacco Control, recognizes that exposure to tobacco smoke causes death, disease, and disability, and asks countries to adopt and implement legislation that provides protection from second-hand smoke. It is important to remember the following:

· There is no safe level of exposure to second-hand smoke.

· Non-smokers, including women and children, have a right to breathe tobacco-free clean air.

· Ventilation or designated smoking-rooms do not offer effective protection.

· All indoor workplaces, public transport, schools, and health services should be smoke-free.

· People need to be better informed of the hazards of second-hand smoke to themselves, their fetuses, children, and other family members.

Many countries around the world have already introduced laws to protect people from exposure to tobacco smoke in public places. Celebrations around the globe on World No Tobacco Day (31 May) encourage more people and more countries to go smoke-free.

Second-hand smoke risks for children

Exposure to second-hand smoke during pregnancy is associated with decreased birth weight. This can lead to increased risk of developing medical problems and learning difficulties. Parents who smoke may harm their infant children by increasing the risk of sudden infant death syndrome, reduced physical development, and childhood cancer.

Children are particularly vulnerable to second-hand smoke due to their smaller lungs and less developed immune systems. Exposure to second-hand smoke in children results in respiratory illnesses, chronic respiratory symptoms (such as asthma), ear infections, and reduced lung function. Children of smoking mothers have more episodes of respiratory illness. There is a clear link between smoking in the home and the hospital admission of children for pneumonia and bronchitis.

Ten Quick Facts about Second-hand Smoke:

Fact 1

Second-hand smoke is the smoke that fills restaurants, offices or other enclosed spaces when people burn tobacco products such as cigarettes, bidis, and water pipes. Everyone is exposed to its harmful effects.

Fact 2

Guidelines to Article 8 of the WHO Framework Convention on Tobacco Control state that there is “no safe level of exposure to tobacco smoke.” Creating 100% smoke-free environments is the only way to protect people from the harmful effects of second-hand tobacco smoke.

Fact 3

Second-hand smoke causes 600 000 premature deaths per year. There are more than 4000 chemicals in tobacco smoke, of which at least 250 are known to be harmful and more than 50 are known to cause cancer.

Fact 4

In adults, second-hand smoke causes serious cardiovascular and respiratory diseases, including coronary heart disease and lung cancer. In infants, it is linked to sudden infant death. In pregnant women, it is linked to low birth weight.

Fact 5

Separate or ventilated smoking areas do not protect non-smokers from second-hand smoke. Second-hand smoke can spread from a smoking area to a non-smoking area, even if the doors between the two areas are closed and even if ventilation is provided. Only 100% smoke-free environments provide effective protection.

Fact 6

About 40% of all children are regularly exposed to second-hand smoke at home. Thirty-one per cent of the deaths attributable to second-hand smoke occur in children.

Fact 7

Youths exposed to second-hand smoke at home are one-and-a-half to two times more likely to start smoking than those not exposed.

Fact 8

Ten per cent of the economic costs related to tobacco use are attributable to second-hand smoke. Tobacco use imposes both direct economic costs on society, such as those associated with treating tobacco-related diseases and indirect costs, such as those associated with reduced productivity or lost wages because of death or illness. 

Fact 9

More than 94% of people are unprotected by smoke-free laws. However, in 2008 the number of people protected from second-hand smoke by such laws increased by 74% to 362 million from 208 million in 2007. Of the 100 most populous cities, 22 are smoke-free.

Fact 10

Through the tobacco control package called MPOWER, WHO helps countries to implement the provisions of the WHO Framework Convention on Tobacco Control to protect people from second-hand smoke. 

	Handout 8: Overview of Tobacco Addiction 


Quitting tobacco use is difficult for two reasons: physical addiction and psychological addiction, or ‘habit.’
Being dependent on cigarettes or tobacco products is due to both of these factors. In order to quit smoking successfully, it is necessary to break both the nicotine addiction and the ‘habit.’ 


Physical Addiction
Within just 7-10 seconds of inhaling cigarette smoke, nicotine begins affecting your brain. Nicotine exerts its neurophysiologic action principally through the brain’s reward center. This neuroanatomical area is a dopamine-rich environment and an intersection where all addictive behaviors meet. The release of dopamine at this site promotes pleasure and reinforces the associated behaviors, such as the use of alcohol and drugs, to replicate the positive experience. Nicotine also releases corticosteroids and endorphins that act on various receptors in the brain. It meets the criteria of a highly addictive drug, in that it is a potent psychoactive substance that induces euphoria, reinforces its own use, and leads to nicotine withdrawal syndrome when it is absent. As an addictive drug, nicotine has 2 very potent effects, being both a stimulant and a depressant. Nicotine use results in reduction of fatigue. In addition, nicotine has a sedative action, reduces anxiety, and induces euphoria. Which effect the user will experience is related to levels of nicotine in the blood and the rate of increase in the concentration of the drug in the body. In other words, small, rapid doses of nicotine produce alertness and arousal, as opposed to long-drawn-out doses, which induce relaxation and sedation. Continually increasing dose levels of nicotine are necessary to maintain the effects. With regards to dependence, some experts rank nicotine ahead of alcohol, cocaine, and heroin. A teenager who smokes as few as 4 cigarettes might develop a lifelong addiction to nicotine. Nicotine addiction results from positive reinforcement that occurs with the intake of nicotine and withdrawal symptoms that start within a few hours of the last cigarette
,
. 
Psychological Addiction 
For many smokers, it can be hard to break the social and emotional ties to smoking while getting over nicotine withdrawal symptoms at the same time. As the physical addiction to nicotine sets in, the brain connects daily routines with cravings to make sure the user gets a steady flow of nicotine. So there are certain activities, people and places that we learn to associate with tobacco use. These associations act together with nicotine addiction to reinforce dependence on tobacco. 
That's why normal everyday activities can trigger the urge to smoke. If you're drinking coffee, or talking on the phone and craving a smoke, it's really your brain looking for a nicotine fix. You may learn to use a cigarette to feel comfortable in social situations, or when tense or bored. You may develop an oral fixation that cigarettes satisfy. To quit smoking you need to overcome both your addiction to nicotine and your personal smoking habits. Avoidance of trigger situations, or developing alternative behaviors, will help with the psychological cravings.

	Handout 9: Tobacco and Its Leaves of Disease Worksheet


Indicate if the statements below are True or False. If the statements are false, modify them to reflect true statements. Use the back of the handout if you need more room to write. 
1. All tobacco products, including those that are smoked, chewed, sucked, or snuffed, contain nicotine, a highly addictive ingredient.
2. Nicotine, because of its addictive qualities, is the only harmful substance found in tobacco products. 
3. Tobacco use only affects the individual smoker’s health status. 
4. A common barrier related to tobacco cessation is a limited understanding of specific risks associated with its use. 
5. Tobacco use and its effects occur only in the long term (10, 20, or more years). 
6. Children who are exposed to second-hand smoke are more likely to develop asthma and other respiratory diseases. 
7. Nicotine addiction is more strongly a psychological addiction and to a much lesser extent a physical addiction.
8. Nicotine Replacement Therapy (NRT) is the most common way to raise awareness about tobacco cessation. 
9. Tobacco use increases your risk for HIV/AIDS, Tuberculosis, and Sickle-cell Disease. 
10. With the increased attention to Tobacco Control and Cessation, particularly related to mass media campaigns, global tobacco consumption has slightly decreased in the last 5 years. 
11. Peace Corps/Country has a Tobacco Control and/or Cessation plan and/or program. (If the response is TRUE, state what this plan or program is)
	Handout 10: Scenarios for Discussion


Note: 
Possible answers and links to supporting resources can be found in Trainer Material 3.
Scenario 1: Your local health center finally received the new nurse transfer it was promised last year. Everyone is excited since he will be able to assist with the prenatal exams and well-child check-ups, two of the more popular services at this health center. Before his arrival, you and the other nurse (a female) would work 10 hour days just trying to complete all the exams. This caused a few problems, most often related to huge waiting times for the women and children, and it detracted from your health education activities. 
The first week when both nurses provided services, patients were able to be seen in half the normal time and patient wait times decreased dramatically. This was a huge success. But in subsequent weeks, you noticed that the wait times did not continue to decrease and that only one nurse, the female, was seeing patients. You wonder why and inquire at the end of another long day. The female nurse explains that the patients don’t like the fact that the male nurse smokes during exams. They know from your health education sessions that second-hand smoke is dangerous for their health and the children’s health. 
The female nurse is senior to the male nurse, but cannot comfortably address this issue due to cultural norms. The patients themselves are women and don’t feel comfortable addressing this issue with a man and health care provider. What could you do in this situation? How can you support the female nurse and the patients? How can you support the male nurse? What specific reference materials can you use, and what level (individual, organization, community) would your interventions would be targeted towards?
Scenario 2: You teach Health Education/Life Skills classes at the primary school in your community, usually for 3rd-5th graders but sometimes for the teachers and parents. Most of the classes focus on personal hygiene and nutrition and are well-received by the students, teachers and parents. You have wanted to teach additional topics, particularly about tobacco use and cessation, but were told by the principal that it wasn’t an issue at this school. After your health class one afternoon, you need to return to school to retrieve your health flip charts. As you approach the school, you notice that some of your students are still there. Before you call to them and make your presence known, you notice smoke over their heads. One of them tilts his head and you get a better view of the group—five boys from your fourth grade class are smoking cigarettes. 
You decide that instead of calling out, you will observe them and you proceed closer to the group but still out of their sight. You notice that they are looking over their shoulders and keeping watch so as to not get caught. As their conversation progresses, you learn that one of the boys took the cigarettes from his father’s coat and another boy was given his cigarettes from his older brother. They talk about how “cool” they look smoking and how they are now “men.” What could you do in this situation? What specific reference materials can you use, and what level (individual, organization, community) would your interventions would be targeted towards?
Scenario 3: Your best friend in your host community comes to you one day with exciting news—after two years of trying to have a baby, she is pregnant. You congratulate her, but worry about the well-being of her and the baby. As many women (and men) in YOUR COUNTRY do, your best friend smokes. You begin to discuss with her the importance of staying healthy during her pregnancy so that her baby is healthy too. You broach the issue of smoking cessation. She laughs and dismisses your concerns, saying that many women smoke and still have healthy children. She adds even if she wanted to quit, she wouldn’t know how and doubts she could do it. What could you do in this situation? What specific reference materials can you use, and what level (individual, organization, community) would your interventions would be targeted towards?
	Handout 11: Considerations for Planning Tobacco Prevention Activities at Site


1. Given the context of [insert name of country], what aspects of your observations around tobacco use were most interesting? Why? Which are most relevant to your potential work? Why? How can you promote tobacco cessation in your community?

2. How can you develop tobacco prevention activities in your community? 

3. When thinking about prevention, how can you prevent different groups, especially young people, from using or starting tobacco?

4. Considering the global, national, and Peace Corps-specific information, what information can you use to support the promotion of life skills for healthy behaviors? What information do you think you will need to conduct activities that support the adoption of healthy behaviors?

5. How will you obtain this information? 

6. What ideas do you have for how to address tobacco use as an NCD-related risk factor at site? 

7. What groups will you target specifically for prevention activities? (youth, girls, boys, women of reproductive age, etc.)

8. How will you turn your ideas into action/projects/activities? 

9. What potential opportunities exist to support or leverage your action/project/activities? 

10. Is there local access to tobacco cessation support groups or activities in schools, clinics, or community centers?

11. What potential barriers exist to challenge your action/project/activities?

12. How do these actions/activities link to NCD mitigation? The Peace Corps [health/youth] project in [insert name of country]? 

	Trainer Material 1: Flip Charts


Six Questions about Tobacco Use: Prepare one flip chart with each of the following headings—six flip charts in all. Participants will complete the space with their observations and generate a group list. 
Flip chart 1: Who uses tobacco products?


Flip chart 2: What type(s) of tobacco is/are used?

Flip chart 3: When are tobacco products used?

Flip chart 4: Where are tobacco products used?

Flip chart 5: How Much/How Often 



Flip chart 6: Why are tobacco products used?
  are tobacco products used?

	Trainer Material 2: Tobacco and Its Leaves of Disease Worksheet—Answers


This document contains the true/false statements and the correct responses for the Information activity. 
Post Adaptation:

Question 10 should be adapted for post specific information.
1. All tobacco products, including those that are smoked, chewed, sucked, or snuffed, contain nicotine, a highly addictive ingredient.

TRUE: All tobacco products regardless of their use contain nicotine. 
2. Nicotine, because of its addictive qualities, is the only harmful substance found in tobacco products. 
FALSE: Tobacco smoke contains more than 4000 chemicals, 250 of these are known to be harmful and 50 are known carcinogens. Each time an individual comes in contact with a tobacco product, he/she takes these chemicals into his/her body. These effects are felt by smokers as well as those who chew tobacco and/or dip snuff. 
3. Tobacco use only affects the individual smoker’s health status. 
FALSE: Tobacco use affects an individual’s and/or household’s health and economic status. Tobacco use can drain an individual’s and/or household’s financial resources. Monies spent on tobacco products, particularly in low-and middle-income countries, could be used to support other more basic needs. As well, tobacco users who die prematurely deprive their families of income, raise the cost of health care and hinder economic development.
4. A common barrier related to tobacco cessation is a limited understanding of specific risks associated with its use. 
TRUE: Studies show that few people understand the specific health risks of tobacco use. For example, a 2009 survey in China revealed that only 37% of smokers knew that smoking causes coronary heart disease and only 17% knew that it causes stroke. 
5. Tobacco use and its effects occur only in the long term (10, 20 or more years). 
FALSE: Tobacco use and its effects can occur in the short and long-term. These effects are demonstrated in the different benefits from tobacco cessation: immediate/short-term effects (within 20 minutes), decreased heart rate and blood pressure to long-term effects (after 15 years), risk of coronary heart disease of a non-smoker. 
6. Children who are exposed to second-hand smoke are more likely to develop asthma and other respiratory diseases. 
TRUE: Children who breathe secondhand smoke are more likely to develop asthma. Children are especially susceptible to secondhand smoke because their lungs are still developing. If a child already has asthma, secondhand smoke will worsen the condition.

7. Nicotine addiction is more strongly a psychological addiction and to a much lesser extent a physical addiction.
FALSE: Nicotine is both physically and psychologically addicting. Physically, nicotine meets the criteria of a highly addictive drug, and withdrawal symptoms start within a few hours of the last cigarette. Psychologically, there are certain activities, people and places that we learn to associate with tobacco use. These associations, or habits, act together with physical nicotine addiction to reinforce dependence on tobacco.
7. Nicotine Replacement Therapy (NRT) is the most common way to raise awareness about tobacco cessation. 
FALSE: To date, mass media campaigns, including those with anti-tobacco advertisements and warnings, are the most common method of awareness-raising regarding tobacco use and cessation. More than 1.9 billion people, representing 28% of the world's population, live in the 23 countries that have implemented at least one strong anti-tobacco mass media campaign within the last two years. 
8. Tobacco use increases your risk for HIV/AIDS, Tuberculosis, and Sickle-cell Disease. 
FALSE: Tobacco use increases your risk for Cardiovascular Disease (decreases oxygen to the heart and increase blood pressure), Chronic Respiratory Diseases (damages the elasticity in the lungs and decreases lung function), Cancer (increases exposure to known carcinogens) and Diabetes (increases insulin resistance, a risk factor for diabetes). 
9. With the increased attention to Tobacco Control and Cessation, particularly related to the mass media campaigns, global tobacco consumption has slightly decreased in the last 5 years. 
FALSE: Consumption of tobacco products is increasing globally. More work needs to be done particularly in low-income and middle-income countries as 80% of tobacco users live here. 
10. Peace Corps/ [insert host country] has a Tobacco Control and/or Cessation plan and/or program. 
Post Adaptation:
If the response is TRUE, state what this plan and/or program is.
	Trainer Material 3: Suggestions for Scenarios


Scenario 1: Health Care Provider Smoking During Prenatal Exams

Materials to reference:
· Handout 1: WHO Tobacco Fact Sheet
· Handout 3: Tobacco Cessation/Control Efforts in [Country] (depending on country profile)
· Handout 4: Fact Sheet About Health Benefits of Smoking Cessation (refer to separate file)

Note:
See http://www.who.int/tobacco/quitting/en_tfi_quitting_fact_sheet.pdf.
· Handout 5: Possible Barriers and Strategies Related to Tobacco Cessation
· Handout 7: Why Smoking is an Issue for Non-Smokers
Suggested levels of intervention: 

· individual (the nurse’s personal health)
· organizational (work place, specifically a health service delivery point)

Individual: 

· Since the nurse is new, use culturally appropriate meetings to get to know him better (meet for coffee, conduct an informational interview with him about his nursing career, meet his family, etc.) in order to establish a cordial relationship that would lend itself to an opportunity to dialogue with him about your concerns for his health as it relates to smoking and its effects; explain your role as a health educator (or appropriate title) and work to mitigate NCDs and their effects; offer additional opportunities to speak with him about cessation efforts in [country] and what he could do if he would like to quit; OR
· Plan a health education/behavior change activity regarding tobacco and it effects; ask for his professional opinion about the technical material and see if a dialogue follows; use this opportunity to voice your concerns about his health; OR
· If appropriate, have a third party intervene and request that he stop smoking during exams. In some cultures a respected third party is able to deliver a message better than those most directly associated with it maybe the doctor from the regional hospital or the principal of the high school could intervene on your behalf.
Community: 

· Plan a health education session about the importance of smoke-free environments, particularly health service delivery points; incorporate the WHO information that speaks to the dangers of second-hand smoke and the need for smoke-free public areas; include any national information that would also support this educative session; ask both nurses for feedback on your ideas for the session and request their advice for how to strengthen the message, with a focus on their expertise as nurses and what could be done at the health center to meet the recommendations of “smoke-free workplaces”; if possible, solicit the support of the community leaders requesting that the health facility be an example for other work places.
Scenario 2: Students’ Secret Smoking

Materials to reference:

· Handout 1: WHO Tobacco Fact Sheet
· Handout 4: Fact Sheet About Health Benefits of Smoking Cessation (refer to separate file)

Note:
See http://www.who.int/tobacco/quitting/en_tfi_quitting_fact_sheet.pdf.
· Handout 5: Possible Barriers and Strategies to Related to Tobacco Cessation
· Handout 6: Health Effects of Smoking...Not Just Your Lungs
Suggested levels of intervention: 

· individual (the students’ personal health)
· community (the families of students)

· organizational (school)
Individual: 

· Since you know the students, you could approach them as individuals or as the small group and talk with them about tobacco use (smoking in this case) and its effects on health, particularly the growth and development of a child and the athletic performance effects; OR

· Plan a formal or informal discussion with these students; find out why they think that smoking is “so cool” and dialogue/work with them to address ways to still be “cool” but not smoke

Community: 

· Speak to the peer groups, families, and community leaders and learn about their influence(s) on the students; with particular attention to the smoking behaviors of “men” in this community; use that approach to develop an educative/behavior campaign around tobacco cessation; OR

· Invite an influential male figure (non-smoker) to present his views on healthy habits; OR

· Liaise with storeowners (who sell cigarettes) to not sell tobacco products to children/youth and limit promotional products for tobacco in their stores; cite “picture warnings, ad bans, etc.” from the WHO; work with these storeowners to research other products that could be targeted to children/youth that are not harmful to their health; OR

· Analyze what community activities (social and/or recreational) foster smoking and work to gain leaders support to modify these environments.
Organizational:

· Incorporate “tobacco use and its effects” into your formal teaching at school (for students, teachers, and staff); OR

· Form a peer support group made up of students from school that can support one another; OR

· Evaluate tobacco use policies at the school. Do teachers and staff smoke in class, on campus around the students? Is there a national policy about smoking in schools? Reference the WHO smoke-free environment to reduce these activities; OR

· Engage the staff from the health center to support the anti-tobacco efforts.
Scenario 3: Best Friend Who Smokes and is Pregnant

Materials to reference: 
· Handout 1: WHO Tobacco Fact Sheet
· Handout 4: Fact Sheet About Health Benefits of Smoking Cessation (refer to separate file)
Note:
See http://www.who.int/tobacco/quitting/en_tfi_quitting_fact_sheet.pdf.
· Handout 5: Possible Barriers and Strategies Related to Tobacco Cessation
· Handout 6: Health Effects of Smoking...Not Just Your Lungs
Suggested levels of intervention: 

· individual (the health of the mother and fetus)
· community (the family and friends of the mother)

Individual: 

· Since this woman is your best friend, continue the informal or formal discussions about this issue with her, talking about the effects of tobacco on an unborn child, the risks associated with smoking when pregnant, strategies for quitting, and all the money she’ll save not buying cigarettes that she can spend on baby items; OR

· Speak to your colleagues at the health center and request that they reinforce the anti-tobacco messages during her prenatal exams and that they can provide support when she wants to reduce/stop smoking.
Community: 

· Speak to her family and friends, particularly non-smoking family members, to encourage her to support the health and well-being of the fetus; 

· Analyze what community activities (social and/or recreational) foster smoking and work to gain leaders’ support to modify these environments.
Who uses tobacco products?

















Why are tobacco products used?














How Much/How Often


are tobacco products used?











Where are tobacco products used?














When are tobacco products used?














What type(s) of tobacco is/are used?
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